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The energising and therapeutic ‘effect of 
lucose is available in a most acceptable form in 
UCOZADE. 


Whereas ordinary glucose preparations may - 
have a sickly and even eee on. the 


te, LUCOZADE is remarkably refreshing. 
~_ tasted — it is never refused. 
This pleasing 


characteristic is of the 
greatest value in treatin 
cases of shock, 
exhaustion and 
other conditions - 
requiring glucose 
ingestion. 
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A bland dressing incor- 
antiseptics of 

j ow toxicity in 
a glyco 
gelatin base which pro- 
vides marked healing 
coagulating pro- 
pertiés. 


The acute shortage of hospital beds has meant that many more patients 
are bethg treated at home, and as a result more and more Cimlac Gauze 
is being prescribed by the Medical Profession for the home treatment 
of CHRONIC ULCERS; BURNS, CARBUNCLES and WOUNDS. sa 


To meet this demand, we introduce the 
“PRESCRIPTION PACK” 
Pack: Aluminium box containing [2 pieces amber, by 3 in 
Each piece separately heat-sealed in an am 
proof, cellulose tissue envelope 
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FOR ITS PURPOSE: 


pecre-ilige Belt 


panied 
with complete comfort. 
normal restoring the 
relationship of 
Sacral and iliac 
roach it also exerts a 
beneficial effect-on the 
tone of the abdominal 
viscera. Not the least 
commendable thing 
about this Belt is the fact 
thatitenables the patient 
to make early resump- 
tion of normal activities. 
Further details © and 
Measure/Order _forn's 
available to ‘medica 
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“STANLEY HOUSE, 103, Marylebone ~ 
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ONE HUNDRED AND EIGHTEENTH ANNUAL MEETING, LIVERPOOL AND SOUTHPORT, 1950 
President’s Address 


MEDICINE, SCIENCE, AND HUMANISM 


REFLECTIONS ON THE FIRST HALF OF THE TWENTIETH CENTURY 


Sir HENRY COHEN, M.D., LL.D., F.R.C.P. 
Professor of Medicine, University of Liverpool ; Senior Physician, Royal Infirmary, Liverpool 


My first duty, and it is most agreeable, is to express my 
heartfelt gratitude to the Association, and especially to 
my colleagues in Liverpool and Southport, for the honour 
they have done me in choosing me as their President. Can 


* any man’s ambition desire more than the affirmation by 


his professional colleagues of his title to fill an office which 
in the past has been held by such giants as Stokes and 
Acland, Ferguson and Russell Reynolds, Clifford Allbutt, 
Macewen, and Dawson of Penn? It is heartening to be 
assured that, despite the conflicts which are the inevitable 
accompaniments of our professional life in these days of 
change and confusion, there exists a bond of fellowship 
and community of spirit and understanding which softens 
the asperities and survives the dissonances. 

My second duty is to welcome you all on behalf of my 
local colleagues to Liverpool and to express to them my 
thanks and yours for having provided for this meeting a 
fare, both social and intellectual, which is so rich in 
variety and, even at this early stage, so warmly acceptable. 

My third duty is that, prescribed by custom, of delivering 
a Presidential Address. There is a danger, of which 
history gives ample warning, that at so early a stage in 
office a President may by high promise encourage hopes 
which will too often dwarf the performance. Indeed, the 
longer I reflect the deeper is my conviction that the 
appropriate time for this address is at the end of the 
President’s year of office, when he might reasonably be 
called upon to give an account of his stewardship. I 
propose, therefore, to emulate Sir Charles Hastings in 
his inaugural address to this Association and to eschew 
current medico-political controversies. The closing year 
of the first half of a century is a fitting time in which 
to take stock. I have therefore chosen in this address 
to reflect on the changing order in the first half of the 
twentieth century and to note its influence on medical 
practice, training, and research. For a profession con- 
temptuous of its own history runs grave dangers. 

Changes have occurred in the pattern of disease in the 
past fifty years which appear to have been beyond our 
control. For example, chlorosis has virtually disappeared ; 
scarlet fever has changed both in character and in severity ; 
epidemics of encephalitis lethargica have appeared and 


recrudesced ; and there has been an increased incidence 
of cancer of the bronchi and lungs which yet may prove 
to bea by-product of the manners and customs of our 
age—for cigarette-smoking, the fumes of motor exhaust 
pipes, and the surface tarring of roads have all been 
arraigned. But in their ultimate analysis the changes in 
medicine which have occurred in the first half of the 
century will be found to result from two major influences ; 
first, from the rapid and vast expansion of knowledge and 
technical skills in the cognate sciences; and, secondly, 
from the evolution of our ideas of social responsibility. 


A Change in Outlook 


At the beginning of the century medicine was still 
essentially the art of healing (ars medendi), and empiricism 
played the major part both in diagnosis and in treatment. 
It is true that in the last decade of the nineteenth century 
important advances in bacteriology and biochemistry had 
been made and x rays had been discovered, but these had 
not yet significantly influenced the practice of medicine. 
The practitioner still wore his frockcoat and silk hat, too 
often symbols of his dogmatic pretensions. But there 
was then a much more intimate relationship between 
doctor and patient: the doctor was in truth a guide, philo- 
sopher, and friend, and he held a unique position of 
leadership, especially in the smaller communities. The 
era of specialization was still remote. 

Man continued to be regarded as greater than the sum 
of his parts and as a member of a family and of society. 
The doctor entered his patients’ homes and there saw the 
effects of overcrowding and ill-ventilation, the under- 
nutrition occasioned by poverty, the effects on family life 
of chronic illness in the wage-earner and the moral 
cankers of unemployment, and he realized from daily 
example the part which these play not only in causing 
disease but in preventing better standards of health. 
Moreover, even when he developed an interest in, and 
practised, a special branch of medicine he continued in 
general practice. At the beginning of this century there 


were in Liverpool no doctors, not even surgeons, who 
confined themselves solely to their specialty. In brief, 
the doctor’s outlook at the birth of this century was, to 
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use Smuts’s phrase, “ holistic.” Man was regarded by 
his doctor as a whole human being, in health and disease, 
and his reactions to and on his environment were not 
overlooked. 


The March of Scientific Medicine 


Then came the scientific age. Not that medicine had 
neglected science and the scientific method in earlier cen- 
turies. There can be few, if any, more striking examples of 
the application of scientific method than Harvey’s demon- 
stration of the circulation of the blood over three centuries 
ago. But as the twentieth century advanced, the torrent of 
scientific discovery rushed on so impetuously that it all 
but engulfed the humanism of medicine. In the pursuit 
of knowledge man was fragmented and his organs, tissues, 
cells, and secretions were subjected to intensive study. 
For science concerns itself with isolates and ponderables. 
It detaches from the tangled skein of nature a thread 
which it can examine and measure untrammelled. And 
its prophets have declared that “ only when natural pheno- 
mona can be measured are they to be clearly apprehended.” 

If achievement be the measure of their contribution it 
is difficult to resist the claim of the basic sciences to the 
leading position in the vanguard of medical discovery. 
Almost before they have cooled, the newly forged weapons 
of science have been applied to the mysteries of medicine 
with almost unqualified success. The secrets of nutrition 
and of metabolic processes, and the agents which govern 


them, have been in large part revealed, so that there are | 


now no medical obstacles to the proper feeding of the 
people. Hormones and vitamins have been isolated and 
synthesized ; indeed, chemists have improved on Nature 
and given us agents which perform her work more simply 
and satisfactorily. Drugs have been produced in the 
laboratory which have all but replaced the old galenicals. 
The sciences of bacteriology and protozoology have con- 
cerned themselves not only with discovering the organismal 
causes of disease but with devising measures for increasing 
individual immunity to infectious diseases and of prevent- 
ing their spread; and astounding success has attended 
their efforts both in temperate and in tropical climes. 
Bacteriologists have combined forces with the chemists 
and chemical manufacturers in producing remedies such 
as the newer antimalarials, sulphonamide drugs, and anti- 
biotics which have revolutionized our treatment of estab- 
lished disease and altered its clinical pattern; they have 
been associated with engineers in improving methods of 
sanitation, ventilation, and food preservation. 
Improvement in the techniques of radiology, especially 
the use of contrast media, has enabled us to visualize 
indirectly practically every crevice and cavity of the body 
and has advanced accuracy in diagnosis to an almost 
incredible degree. But it has in consequence whetted the 
appetites of those with the “ penny-in-the-slot” type of 
mind who seek short cuts to diagnosis, and who have 
forgotten, if they ever appreciated, that “it takes a man 
and not simply a machine to understand a man.” Radio- 
active isotopes promise to solve many fundamental prob- 
lems in physiology, biochemistry, and pathology and to 
add to our diagnostic and therapeutic implements. Physics, 
by devising electrical instruments of such precision that 
infinitely small variations of voltage can be measured and 
recorded, has led to an extended knowledge of the 
mechanisms of the heart, of muscle, and of brain and nerve, 
and of disease of these organs which results in disturbances 
of normal function. At the beginning of the century the 
simple ophthalmoscope and laryngoscope, illuminated 
indirectly, represented the sole members of their class. 


Ingenious arrangements of mirrors and lenses, and elec- 
trical illumination, have in the past few decades given 
us direct visual access to the bronchi, oesophagus, stomach, 
peritoneum, rectum, and bladder, and even to the spinal 
theca and ventricles of the brain, and have led to the 
construction of cameras which will make permanent 
records of our findings. 

Indeed, practically no advance in the fundamental 
sciences is without its influence on medical research and 
practice. Surgery has not modified its aims. It still 
seeks to repair the injured, to reconstruct the deformed, 
and to ablate diseased structures, but its operations can 
with safety be bolder and more daring through advances 
in diagnostic accuracy, in the design of instruments, in 
anaesthesia, and in measures for combating infection, shock, 
and haemorrhage. The successful extension of surgery to 
the brain, the lungs, and the heart in the last forty years 
bears irrefutable testimony to the shortsightedness and 
ineptitude of some of the great surgeons of the past in 
their assertions that the craft of surgery had reached its 
zenith in their day. 


The nineteenth century had been dominated by the > 


morbid anatomists: the structure of the diseased body 
was the focal point of pathological research. Improve- 
ments in microscopy, in microtomes, and in the methods 
of staining tissues had led to valuable additions to our 
knowledge both of morbid histology and haematology. 
But this century, which has seen the mass invasion of 


medicine by physics, chemistry, biology, and even mathe- | 


matics (for, despite its more than a century-old history, 
medical statistics has come into its own only in the past 
fifty years), has reorientated its lines of advance. Func- 
tional conceptions of disease have gradually replaced the 
structural. Tests have been devised which will assess the 
functional efficiency of practically all the organs and 
tissues of the body. Moreover, th’s emphasis on function 
has led to a wider appreciation of the influence of psycho- 
logical factors in the genesis of somatic disease and has 
added strong support to the view that, whatever its philo- 
sophical status, dichotomy of body and mind in medicine 
is untenable. 


Some Examples of Progress 


It may be of interest to illustrate by detailed examples 
what half a century of scientific endeavour has contributed 
to human welfare. Since the beginning of the century the 
expectation of life at work has increased for the male by 184 
years and for the female by over 20 years ; the man of 40 
to-day can expect to live another 31 years and the woman 
35 years, as compared with 254 and 273 years a half-century 
ago. In 1901 in each thousand of the population there were 
only 47 persons over the age of 65 ; in 1947 there were 105. 
In the first five years of the century out of every thousand 
live births 138 infants died before reaching one year of age ; 
in 1948 only 34 succumbed. The death rates per million of 
the population were reduced between 1898 and 1948 for 
typhoid fever from 182 to 1, for scarlet fever from 113 to 1, 
for whooping-cough from 124 to 17, and for diphtheria from 
244 to 4. Indeed, the total deaths from zymotic disease in 
1898 amongst the 314 million inhabitants of England and 
Wales were 86,755; in 1948, when the population had 
increased to 434 millions, the total deaths were 7,490 from the 
same causes. In the South African War the annual incidence 
of typhoid fever per thousand troops was 105, with a death 
rate of 40.6 ; in the first world war vaccine prophylaxis had 
reduced the incidence to 2.35 and the death rate to 0.139. 
The antibiotic chloramphenicol now gives promise of cure 
in the typhoid infections. In the early part of the 1914-18 
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war passive immunization by antitetanic serum diminished 
the incidence of tetanus, but in the early stages it was still 
15 to 30 per thousand wounded ; this dropped to less than 
1 per thousand when the serum was generally used. In 
the second world war, however, with active immunization 
against tetanus the incidence dropped to about 1 in twenty 
thousand wounded. A striking example of profitable 
co-operation between the general practitioner and the pre- 
ventive-medicine service is seen in Detroit, where in 1927, 
before immunization against diphtheria was introduced, 270 
deaths occurred from the disease ; in 1947, after immuniza- 
tion was general, there were but three deaths from diph- 
theria, and in the first six months of 1948 none. This is no 
isolated instance ; analogous figures may be quoted for 
other localities. - 


Sulphonamides ;. Antibiotics ; Insulin 

As an example of the benefits which recent therapeutic 
advances bring to the individual patient rather than the com- 
munity, let me quote first the effects of sulphonamides in 
pneumonia. Flippin et al. reported in 1943 that of 1,906 
cases of pneumonia treated before sulphonamides were 
introduced the mortality was 40.1% ; of 1,635 cases treated 
after the introduction of sulphonamides only 10.6% died. 
In another series recorded by Ungeleider and his colleagues 
in the same year the pneumonia mortality-rate for 1935 to 
1937 before sulphonamides were used in treatment was 
20.8%. In 1938 the case mortality was 79 per 100,000. In 
the period 1938 to 1942 the case mortality had been reduced 
by the use of sulphonamides to 3.9%, which represented 
for 1942 a death rate of 32 per 100,000. Thus in the United 
States alone 25,000 lives had been saved yearly by the 
sulphonamide drugs, and the reduction in the length of ill- 
ness resulting from treatment had added at least a million 
days to the working capacity of the nation. In the American 
Civil War the death rate from meningococcal meningitis was 
estimated at about 90% ; towards the latter part of the first 
world war, when antimeningococcal serum became generally 
available, the mortality was reduced to about 30% ; in the 
second world war treatment with sulphonamides reduced 
the mortality to under 3%, and in many epidemics where 
efficient treatment was instituted early no life was lost. 


The importance of early diagnosis, which depends more on . 


human skill and judgment than on laboratory tests, is 
strikingly demonstrated by the fact that in the first month 
of one outbreak 12.8% of the victims died, in the second 
month 7.3%, and in the later four months only 2.25%. 
Familiarity with the clinical manifestations of the disease 
had in the later period led to much earlier diagnosis. 

The triumphs of penicillin and other antibiotics have 
been too recent in the memory to justify repetition, and as 
yet only the fringe of their potential usefulness appears to 
have been reached. If an example need be chosen to illus- 
trate the benefits of chemotherapy few would be more 
informative than that of puerperal sepsis. Before the 
sulphonamide era the puerperal sepsis crude death rate was 
154 per million; in 1939, when sulphonamides were in 
general use, this rate dropped to 63 ; in 1947, when penicillin 
was readily available, the rate had fallen to 16—a decrease 
of nearly 90% in less than fifteen years. 

It is not only in the field of infectious disease that such 
victories have been gained. Before the days of liver therapy 
over 80% of the victims of pernicious anaemia died within 
twelve months of the recognition of their disease, and only 
occasionally did the patient live for more than three years. 
Yet in 1949 Wilkinson was able to record that, of 1,480 
patients treated with liver since 1929, 1,179 were still alive ; 


of the 301 who died, 149 had lived more than five years, 51 
more than 10 years, and 12 from 16 to 20 years. How 
often do we mark the ‘otal effect of the discovery of insulin - 
on the welfare of the diabetic patient ? Before 1922 the 
expectation of life of a diabetic child of 10 was about fifteen 
months ; to-day it is over 45 years. Even at the age of 
30 the diabetic before insulin could expect to live only about 
four to six years, and this with the strictest dietetic control ; 
now his expectation of life is over 30 years, only a little. 
short of the normal average. Translate these facts in the 
light of the known incidence of diabetes mellitus—in the 
United States alone over 700,000—and you will have some 
measure in terms of the saving of life brought about by 
one therapeutic agent. 

These examples—and hundreds of others could be quoted 
—reveal how great are the reductions in the incidence, 
morbidity, and mortality from disease brought about in the 
past fifty years by measures directed towards the community 
as a whole, such as improvements in housing, ventilation, 
sanitation, or the supplies of pure water and uncontam- 
inated food ; by preventive measures applied to the indi- 
vidual, for example, immunization against diphtheria, 
smallpox, typhoid, and tetanus; by recent therapeutic 
agents and by improvements in personal hygiene. The cure 
of disease has always been more spectacular than its pre- 
vention, and public imagination has been fired by the 
triumphs of chemotherapy and modern surgery. The 
greater victories of preventive medicine have too often 


passed unheeded and unsung. 


That Essential Humanity 

What has been the effect of this almost whirlwind 
advance in our scientific knowledge of disease, its preven- 
tion and control ? It has tended to change the orientation 
and ambit of medical research ; it has modified the structure 
of medical practice and changed the face of disease ; and it 
has provided many lessons for those entrusted with the 
training of the doctor. But before discussing these in their 
wider aspects let me reiterate, since it must pervade and 
“transcend other considerations, that the achievements of 
science have too often led us to forget that essential 
humanity which is indispensable to the best practice of. 
medicine. For medicine is not all science. There are indeed 
many medical problems which defy measurement. Human 
life is full of imponderables, for man is not a physica] being 
only. He has emotions and appetites which cannot be 
measured though they profoundly influence his physical 
welfare. Bodily disturbances may be, and commonly are, 
the expression of his Joves and hates, his passions and fears, 
his worries and anxieties: the thumping heart, the cold 
sweat, the weak and tremulous knees of fright are but 
simple examples of this unity of body and mind. 

The greatest danger to which medicine in the scientific 
era has been exposed is that of overlooking that men, both 
patient and doctor, are sentient social beings, and of for- 
getting that, however sensitive and specific our laboratory 
tests and however elaborate and complicated our instru- 
mental methods of investigation may be, they are not ends 
in themselves. When Moynihan declared that “ we have 
made surgery safe for the patient; we must make the 
patient safe for the surgery,” he little thought that the 
ensuing few years would bring the achievement so close 
to his goal. Yet I venture to suggest that these great 
advances in surgical craftsmanship and technical skills, and 
of measures to control infection, shock, and haemorrhage, 
will avail but little if they obscure the need to foster sym- 
pathy and kindness, without which no surgeon is safe for 


f 
q 
al 
he 
nt 
al 
id 
d, 
2S 
n 
a 
d / 
n 
4 
y 
< 
. 
ag 


182 Jury 22, 1950 


MEDICINE, SCIENCE, AND HUMANISM 


BriTisH 
MEDICAL JOURNAL 


the patient. Recent years have given the doctor increas- 
ingly more potent weapons of diagnosis and treatment ; 
but it is by the understanding and wisdom with which he 
uses them that he will be judged. 
The poet has written: 
“True it is Nature hides, 

Her treasures less and less ; Man now presides, 

In power, where once he trembled in his weakness ; 

Science advances with gigantic strides.” 


Yet we must not neglect Wordsworth’s added caveat: 
“ But are we aught enriched in love and meekness? ” 


Medical Education 


Medical research, practice, and education are closely 
interrelated. Indeed, over a wide territory they overlap, 
but I propose to discuss medical education first because I 
believe that in the long run it is standards of medical edu- 
cation which determine standards of practice. Buildings 
and instruments are indispensable, but they do not create 
a health service. In the practice of medicine men count 
more than materials. The Association has devoted both 
time and energy to the problem of medical education. As 
chairman of both the committees charged with the tasks 
of reviewing medical education in the light of modern 
requirements, and in particular of the needs of the general 
practitioner, you will, I trust, forgive me if I devote a little 
time to these topics. It is not always appreciated that the 
statutory aim of undergraduate medical education remains 
that of 1886, when the Medical Act provided that, for 
registration as a legally qualified practitioner, candidates 
shall show a standard of efficiency at their final examination 
which shall “ be such as sufficiently to guarantee the pos- 
session of the knowledge and skill requisite for the efficient 
practice of medicine, surgery, and midwifery.” This year 
may well see an additional requirement—a period of resi- 
dence in hospital in a responsible appointment before 
registration is granted. 

A careful study of the detailed curricula of our medical 
schools shows that, despite the vast corpus of knowledge 
and the consequent changes in the scope and emphasis of * 
medical practice, the goal at which their undergraduate 
course aims is that on its completion the student shall be 
fitted to begin independent general practice. The B.M.A. 
Committee on the Training of a Doctor took a different 
view, which they asserted was dictated by the inexorable 
circumstance of the rate and extent of advancing medical 
knowledge. The undergraduate curriculum, they held, 
canndt now embrace even a tithe of the theory and practice 
of medicine. Its aim should be limited to laying founda- 
tions ; it should be concerned, not with presenting masses 
of facts, but with indicating the scope, potentialities, duties, 
and responsibilities of medicine, both curative and pre- 
ventive. It should illustrate those basic principles which 
are indispensable to all forms of medical practice by apt 
and sapient examples which will implant an appreciation 
of the methods of medical practice and research. It is not 
concerned with minutiae. The student is to be trained in 
reading the map of medicine, but the scale should be three 
miles and not three yards to the inch. The details must 
be left to special postgraduate study, and in this category, 
as our later report emphasized, general practice takes its 
place among the other specialties. 


Basic Principles 


It may well appear paradoxical that expanding know- 
ledge should have affected medical education adversely. 
The explanation is to be found in the inevitable specializa- 


tion which followed. The various subjects of the curri- 
culum have developed as autonomous independent com- 
partments of knowledge ; yet for medical education they 
must be viewed primarily as different facets of the same 
subject. We have failed to secure coherence, continuity, 
and interdependence in our teaching. New developments 
and techniques in radiology, psychiatry, orthopaedic sur- 
gery, and social medicine, for example, have been forcibly 
fitted into, rather than integrated with, the existing curri- 
culum. Snippets of ailegedly necessary information have 
been added to an already congested syllabus, so that 
too often it justifies the taunt with which Cromwell 
castigated the laws of England: “.A tortuous and ungodly 
jumble.” And, perhaps most serious of all, narrower 
and more rigid specialization in practice has led to the 
evils which cannot be dissociated from increasing com- 
partmentalism in teaching. Textbooks are rarely imbued 
with a general philosophy of ntedicine ; they have become 
accretions of monographs by different authors into which 
only a stern and exacting editor can instil some semblance 
of unity of purpose. Too often books and courses of 
study are things of “shreds and patches” instead of being 
tapestries of clearly evident and purposive design. 

Again, the population of our teaching hospitals reflects 
in increasing degree the rarer maladies. The interests of 
our consultants are becoming more and more confined, 
so that in many teaching hospitals whole wards are occu- 
pied by patients all of whom are suffering from the same 
type of disease. We may well have to ask ourselves in 
the near future if the narrow specialization in our teaching 
hospitals which results in this segregation of groups of 
disease is in the best interests of basic medical education, 
whatever other advantages it may carry. Some have 
urged that the student will gain most by pursuing inten- 
sively one special branch. This view is wholly inde- 
fensible. Its dangers for all learning have been denuded 
by many scholars. Asquith, in his Rectorial Address 
delivered before the University of Glasgow in 1907, refer- 
ring to the study of history, speaks of both teacher and 
student as being “peculiarly exposed to the risks of 
specialism, and of the morbid excesses to which specialism 
leads—pedantry, want of perspective, over-emphasis of the 
unimportant, the passionate pursuit of small game which 
is not worth the efforts of the chase.” And with peculiar 
appropriateness to medicine he said, “The mind of the 

. . Student is indeed in danger . . . of becoming a kind 
of pantechnicon, in which every sort of furniture is heaped 
and packed together, instead of being a habitable home 
where things useful and beautiful are arranged in their 
proper places, and in due relation to their special 
purposes.” 

Man is neither a pantechnicon nor a robot. His various 
organs and tissues, and his body and mind, are so closely 
knit in maintaining or restoring health that our medical 
teaching must be pervaded by a “synoptic” view. Unless 
basic medical training be directed to the study of the whole 
man, in relation to his external and internal environments, 
it will be misconceived in aim, in structure, and in balance. 
Theory and practice must be closely integrated ; for with- 
out theory practice lacks a guiding hand, and without 
practice theory wilts. Nor must we forget, as Sir Richard 
Livingstone wrote, that “the prior task of education is to 
inspire and to give a sense of values and the power of 
distinguishing in life, as in lesser things, what is first-rate 
from what is not”; and, “the test of a successful educa- 
tion is not the amount of knowledge that a pupil takes 
away from school, but his appetite to know and his capacity 
to learn.” 
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These were the liberal principles which my committee 
believed should guide the basic vocational training in 
medicine, and by detailed example ways were suggested 
by which they might be translated into practice. These 
were not intended to be rigid syllabuses, for we were by 
long experience alive to the dangers of attempting to stereo- 
type methods of teaching or the content of the curriculum, 
of reducing medical education to a formula. Students 
vary in their capacity to learn and to be taught ; they are 
as little suited to a uniform regimen of study as to 
uniformity of diet, exercise, or hobbies. Hence the need 
for individual tuition. No one should pretend that they 
can all be treated by the same method, unless he be a 
quack, or possessed of that demon of planning and 
uniformity which used to make the Minister of Education 
across the Channel reflect with complacent satisfaction 
that, at a particular minute of a particular hour of a 
particular day in the year, every schoolboy in every school 
of France was being informed of the same fact in Roman 
history. 

Training after Graduation 

The report on “General Practice and the Training of 
the General Practitioner ” carried to its logical conclusion 
the recommendation of the earlier committee and empha- 
sized the need for special training after graduation if the 
general practitioner was to fulfil his purpose and achieve 
his proper status in the field of medical practice. The 
general practitioner has with good reason long become 
increasingly suspicious and indeed resentful of the lip- 
service paid to him in such phrases as the “ backbone of the 
profession,” the “front line of defence,” and the “ flower 
of our profession.” He must have been heartened at the 
reception which this report had from the national press, 
which appreciated, in the words of The Times leader, that 
the proposals it put forward would not only go far to 
bring about the betterment of the practitioner but would 
also make for economy, since an “ efficient front-line ser- 
vice would relieve the more expensive services in the rear.” 
The committee was “not unaware of the idealistic trends 
of its recommendations and of the criticisms to which it 
may in consequence be exposed.” But ideals often create 
machinery, and machinery without ideals rusts into decay. 
Until we have so reformed the conditions of general prac- 
tice that students of merit will wish to enter it we shail 


. not have achieved our objective. 


I need say but little of medical research. I have already 
pointed to its major achievements, but on the human side 
I welcome most cordially the signs which indicate a bridg- 
ing of that breach between laboratory and clinical research 
which developed in the earlier part of our century and 
gradually widened. It stemmed from the differing public 
prestige and the lower material rewards of the laboratory 
worker. In the past few years the economic injustices 
have been partly redressed and there has been a wider 
realization of the lesson of history, that practically all 
research fruitful for medicine has begun by clinical obser- 
vation and has achieved its ultimate successes by the com- 
bined efforts of laboratory worker and clinician. The 
whole story of the hormones, from the description of 
Addison’s disease to the discovery of cortisone, is an arrest- 
ing illustration of their fertile partnership. 


Social Responsibilities 


The second of the two influences which have fashioned 
the medicine of the last half-century is the evolution of 
our attitude as physicians to our social responsibilities. 
There has been increasing recognition that the perceptions 


and tasks of the physician of the twentieth century must 
be shaped by his function as a citizen, and that we must 
look upon the society in which we live, and our responsi- 
bilities to it, as parallel to our responsibilities to our 
individual patients. This is no new doctrine. It was 
towards the latter part of the eighteenth and the early 
part of the nineteenth century that humanitarian trends 
in their wider social implications began to influence the 
practice of medicine. Doctors and clergy in their every- 
day work were brought face to face with the sufferings 
of the poor, and it was natural that they should take a 
leading part in ameliorative movements. But, whilst the | 
Parson was more concerned with spiritual and moral wel- 
fare, the doctor sought to improve the physical amenities 
of the people, for he clearly apprehended the relationship 
between poverty and. health and disease. Hence it was 
that in the forefront of social reform in the nineteenth 
century which led to the social security of the twentieth 
were two distinguished medical men. 

One of these, Sir John Simon, wrote in his English 
Sanitary Institutions, “If given wages will not purchase 
such food and lodgement as were necessary for health, 
the ratepayers, who sooner or later have to doctor or per- 
haps bury the dead labourer when starvation or filth have 
laid him low, are in effect paying the too late arrears of 
wages which must have hindered the suffering and sorrows.” 
The other, Dr. Southwood Smith, indignant at the con- 
tinued indifference of Parliament to the conditions of the 
working classes, wrote over a century ago: “For every 
one of the lives of these 15,000 persons who have thus 
perished during the last quarter, and who might have been 
saved . . . those are responsible whose proper office it is 
to interfere and endeavour to stay the calamity—who have 
the power to save, but who will not use it. But their 
apathy is an additional reason why you should rouse your- 
selves. Let a voice come from your streets, lanes, alleys, 
that shall startle the ear of the public and command the 
attention of the legislature.” 

Is it then surprising that, since the practice of medicine 
reflects the social philosophy of its time, there should have 
grown with the years an increasing demand for social 
security which culminated in that National Health Service 
Act which will influence, for good or evil, all our lives, 
be we doctors or patients? I have already promised to 
refrain from provocative reference, but I would venture 
to make one or two comments outside politics. A national 
health service must take due cognizance of the nation’s 
resources both in skilled workers and in materials ; it there- 
fore behoves not only the doctors to play their part but 
also the public, who must be educated either by persuasion 
or by retribution not to make unnecessary demands on 
doctors or on hospital services. In such education, how- 
ever, we must avoid producing a nation of hypochondriacs, 
for that will aggravate the situation rather than remedy it. 
I would plead also that there should be within the service 
the opportunity for experiment. There is a real, and I 
believe increasing, danger of rigidity and inflexibility ; 
indeed, we run the risk, despite varying needs and widen- 
ing horizons in medicine, that our hospital system will fail 
to reflect the changes. And I need hardly re-emphasize 
that prevention is better than cure, and that a service which 
maintains health is to be preferred to a service which 
promotes doctoring. 

I am not one who subscribes to the view that in the 
changing conditions of medical practice doctors will lose 
pride in their vocation and faith in their future. What- 
ever career in medicine we are destined to follow, as practi- 
tioners, teachers, or research workers, the same motives 
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which guided our predecessors will yet guide us, for our 
purpose is to help our fellow man, and the fulfilment 
of that purpose should be our most satisfying reward. 
Research workers will still find intellectual relish in grati- 
fying their innate and compelling curiosity, and not a few 
will advance the frontiers of medicine. Many will leave 
behind something of permanent value for suffering 
mankind. 
“ Here on the level sand, 

Between the sea and land, 

What shall I build or write 

Against the fall of night? 

Tell us of runes to grave 

That hold the bursting wave, 

Or bastions to design 

For longer date than mine.” 


The teacher of medicine may be fortunate enough to see 
the fruits of his labours, but the most precious are those 
which he may never see, for they are hidden in time and 
in the remoter corners of the earth. The practitioner, 
despite the overwhelming burden which is imposed by con- 
ditions which leave him so often frustrated, can still be 
the leader and the friend of his fellow citizens. Changing 
conditions provide not only a challenge but also an oppor- 
tunity. Let us grasp it firmly, for through it we may more 
richly and abundantly keep faith with our ideals. 


The Association’s Work 


In all the work which I have touched upon the B.M.A. 
has played a noble part. It has necessarily been concerned 
with medical politics, but, since the events of recent years 
have unduly illuminated in the public mind this aspect of 
its tasks, let me adjust the balance. That it has satisfied 
the needs of its members in bulk, if not always individually, 
is shown by the fact that in 1900 its membership was 
18,500 at one guinea subscription, whilst in 1950 it has 
60,000 members at four guineas subscription. During the 
half-century it has co-operated with practically every 
Government department, giving advice when sought and 
occasionally offering unsolicited advice which has not 
always proved welcome. It has had fruitful and friendly 
associations with the Trades Union Congress, with local 
authorities, and with its sister professions of law, nursing, 
veterinary science, and pharmacy. It has created a library 
of 50,000 volumes which, in co-operation with the Royal 
Society of Medicine, has provided all the needs of the 
inquiring practitioner. It publishes a weekly medical journal 
which has deservedly a world-wide circulation, and in 
recent years it has been respons‘ble for the production of 
special journals which are the envy of other countries. 
Moreover, no other medical association or society in this 
country has combined with its annual meetings four days 
of concentrated scientific work covering all branches of 
medicine, where a galaxy of our brightest medical stars 
strive with current medical problems. 

The Association has issued reports on medical topics 
which have profoundly affected medical practice. Among 
them may be mentioned those on ophthalmia neonatorum. 
and the early recognition of uterine cancer ; on puerperal 
morbidity and mortality, and on the medical aspects of 
abortion ; on the treatment of fractures and rehabilitation. 
It early influenced, in the light of modern developments, 
hospital policy and the problem of the out-patient, and 
long before there was wide recognition of the need it had 
proposed a general medical service for the nation and a 
national maternity service. The many victories over 
disease, and the preventive measures which have led to the 


rapid increase of the aged in our population, led to a report 
on the Care of the Elderly and Infirm which has formed 
the basis of all subsequent recommendations. Its reports 
on psychiatry and the law, on nutrition, and on medical 
ethics deserve approbation, and its exposures of “ secret 
remedies” and the unfounded claims of the unqualified 
practitioner have had beneficent national repercussions. 
The Association, too, has by its scholarships and prizes 
encouraged the early work of those who have later carved 
a permanent niche in the medical Hall of Fame. Among 
these (and it would be invidious to mention the more 
recent) are to be found the names of Watson Cheyne, 
Priestley, Waller, Starling, Leathes, Elliot Smith, Major 
Greenwood, Charles Bolton, and A. J. Clark. 

There is one other characteristic of the Association 
which has impressed me deeply in the years that have just 
passed, years fraught with difficulties. For, when decisions 
of great moment have to be taken, differences of view- 
point and conflicting policies must inevitably emerge, and 
rightly so ; for history reveals that unanimity of opinion 
in an assembly is the forerunner of its decline. But in the 
B.M.A. these differences can be expressed without the fear 
that they will be translated in terms of personal malice and 
venom ; and so we remain staunch and sincere friends 
throughout the vicissitudes of our differing medico-political 
outlooks. 

“Combined Operations ” 

And so it should be. Our design is not victory in the 
debating chamber, but the conquest of disease. If we aim 
at lessening physical distress in others we should refrain 
from inflicting mental distress by the harsh and unguarded 
word or, worse, by intrigue and malice. For we are still 
far from many of our goals. We have not yet conquered 
some of our most prevalent ills, such as influenza and the 
common cold ; and our ageing population has thrown into 
relief many of our failures, for the operative secrets of 
cancer and arteriosclerosis—now the captains of the men 
of death—still elude us. Many of the disabling diseases, 
too, such as peptic ulcer, rheumatism, and the visceral 
neuroses, await a satisfactory therapy. But advances will 
and must continue. No one can predict, with confidence, 
the limits of future achievement in curative, preventive, 
and social medicine and social welfare if all branches of 
medicine work in harmony among themselves and collabor- 
ate with colleagues in other scientific fields; for “ com- 
bined operations” may well provide the answer to many 
of our problems—scientific, social, and humanitarian. The 
record of medicine in the first half of the twentieth century 
has been fortunate beyond belief ; a greater duty remains, 
and it is shared by every doctor—to see that the future is 
not unworthy of the past. For, as Walt Whitman wrote 
in the copy of Leaves of Grass which he sent to Emerson, 
“We have not come through centuries, to halt in this land 
of ours.” 


Conclusion 


May I in concluding this address express again my warm 
appreciation of the honour you have done me in inviting 
me as President to address you. I would remind you of 
the words used to describe his audience on the occasion 
of the inaugural lecture some sixteen years ago, by the 
then Professor of Poetry in the University of Oxford. He 
described that audience as “the most accomplished and 
exacting in the world, which no excellence can surprise, 
for which nothing is too good or possibly good enough.” 
I am convinced that my audience does not fall short of 
that standard. I have therefore prayed that your tolerance 
might equal your accomplishments. 


Jul 
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A POSSIBLE MODE OF TRANSFER OF 
INFECTION BY SYRINGES USED 
FOR MASS INOCULATION 


BY 


R. J. EVANS, M.B., B.S. 
AND 


E. T. C. SPOONER, M.A., M.D. 
(From the London School of Hygiene and Tropical Medicine) 


A common mass-inoculation technique (M.R.C., 1945) 
employs a separate sterile needle for each injection, but 
does not sterilize the syringe, which contains several doses 
of inoculum, between injections. 

Accidental infections attributable to this practice do not 
seem to have been described, and experience generally 
suggests that the technique is, so far as any injection tech- 
nique can be, a safe one. We do not wish to suggest that 
the experiments to be described mean that this “ separate 
needle, commoh syringe” procedure carries a high risk ; 
if a fresh sterile syringe cannot be used for each subject, 
we think it is the best technique at present available for 
mass-inoculation purposes. 

It seemed, however, worth while to investigate the advan- 
tages of using a fresh needle for each injection, partly 
because of the observations of Hughes (1946), discussed 
below, and partly because of the association of polio- 
myelitis with prophylactic inoculation (McCloskey, 1950 ; 
Bradford Hill and Knowelden, 1950). It seems unlikely 
that the transmission of poliomyelitis virus by syringe can 
account for this association ; other hypotheses are more 
probable in the light of our present knowledge. But, 
clearly, if there is any risk at all of syringe transmission, 
the possibility, however remote, should be evaluated as 
accurately as circumstances permit. 


Experiment 1 

This first experiment was therefore made with mice and 
virulent pneumococci. The virulence of a smooth strain 
of Streptococcus pneumoniae Type I was assured by three 
mouse-to-mouse passages. Twenty-four mice were then 
inoculated intraperitoneally with diluted peritoneal wash- 
ings from a dead animal. Next day nine were dead and 
the remainder were sick. Thirteen which appeared 
moribund were killed and used immediately in the 
experiment. 

The plan was to fill a sterile syringe with 1 ml. of sterile 
broth, to inject 0.1 ml. intraperitoneally into one of the 
recently killed pneumococcal mice, to change the needle 
and to inject 0.2 ml. of broth into a normal mouse, and 
then, the needle having been changed again, to inject 
0.5 ml. into the same infected mouse’s peritoneal cavity ; 


finally, after a third needle change, to inject the remaining 


0.2 ml. into a second normal mouse. One normal mouse 
was therefore injected from a syringe which had delivered 
0.1 ml. into an infected animal, and a second normal mouse 
from the same syringe after delivery of 0.1 and 0.5 ml. 
into the infected mouse. Two normal mice and one infected 
mouse were thus injected from one syringe, the needle 
being changed after each injection. 

This procedure was adopted because it was thought that 
the second injection of 0.5 ml. into the infected mouse 
might produce a higher intraperitoneal pressure and so a 
bigger change of reflux of infected fluid into the syringe. 


Nine 1-ml. syringes of various makes were used, and 40 
needles, sizes 15 and 17. All were oven-sterilized initially ; 
resterilization during the experiment was achieved by boiling. 
In order to minimize as far as possible the risk ' of 
cross-infection occurring between the infected and the 
normal mice, the conduct of the experiment was divided 
into three tasks, each of which was performed by one 
operator alone. 

The first operator killed the infected mouse by breaking 
its neck, and pinned it out belly upwards on a cork mat 
ready for the second operator. 

The second operator handled the syringes and made all 
the injections. He performed the following operations in 
strict sequence: (1) filled a sterile syringe to the 1-ml. mark 
with sterile broth ; (2) injected 0.1 ml. of broth intraperi- 
toneally into an infected mouse; (3) disconnected the 
needle from the syringe and placed it in the sterilizer ; 
(4) fitted a sterile needle to the same syringe and then 
injected 0.2 ml.*of broth intraperitoneally into a normal 
mouse ; (5) discarded the second needle into the sterilizer, 
fitted a fresh sterile needle to the syringe, and injected 
0.5 ml. of broth intraperitoneally into the same infected 
mouse as at stage 2 ; (6) discarded the third needle to the 
sterilizer, and, after fitting a fresh sterile needle to the 
syringe, injected the final 0.2 ml. of broth intraperitoneally 
into a second normal mouse ; and (7) discarded the syringe 
and needle to the sterilizer. 

The sequence of operations was repeated for each of the 
13 infected mice, and, in all, 26 normal mice were inocu- 
lated in this way. No attempt was made to clean or 
sterilize the belly walls of the mice. Injections were made 
in the usual manner. Care was taken not to withdraw the 
plunger of the syringe after giving the injection. No reflux 
into the syringes was observed. | 

The third operator handled the normal mice, holding 
them for injection, and placing them after injection into 
cages so that mice inoculated at stage 4 were caged together, 
labelled “0.1 ml.,” and those inoculated at stage 6 were 
caged together, labelled “0.5 ml.” 

By the morning after injection, five of the 26 “ normal ” 
mice were dead. Fourteen more died in the course of the 
next 48 hours. The distribution of dead mice between 
batches is shown in Table I. Blood-agar cultures and 


TaBLe I.—Experiments with Pneumococcal Mice 


No. of Mice Developing 
No. of Mice 
Experiment Batch Pneumococcal 
Injected Septicaemia 

1 13 8 
es **0-5 ml.” 13 11 

** Record ” control 5 0 

2 ** Record ” test 10 8 
** Tuberculin ” control 5 0 

“* Tuberculin ” 10 8 


stained films prepared from the heart blood of each dead 
mouse showed abundant pneumococci. The seven surviv- 
ing experimental mice were alive and in apparently good 
health three days after injection. 

It appeared from this experiment that a change of 
needle gave very little protection against the carry-over 
of infection from infected to normal mice. 


Experiment 2 
Later, the experiment was repeated, using mice of a 
different strain and four 1-ml. glass-metal Record syringes 
together with five 1-ml. all-glass tuberculin syringes. One 
of the Record syringes was re-boiled during the experi- 
ment and used a second time. In this second experiment 
procedure was simplified, the steps of the operation being 
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as follows: (1) Record syringes were sterilized by boiling, 
all-glass syringes by hot-air sterilization ; (2) the syringe 
was filled with 1 ml. of sterile broth ; (3) 0.1 ml. of broth 
was injected intraperitoneally into a normal contro] mouse ; 
(4) 0.1 ml. of broth was then injected intraperitoneally into 
a “pneumococcal” mouse killed immediately beforehand 
by neck-breaking ; (5) the used needle was removed and 
discarded and a fresh sterile needle fitted to the syringe ; 
and (6) 0.1 ml. of broth was then injected intraperitoneally 
into each of two normal mice. 


As they were injected the mice were caged in six separate 
groups of five mice—“ Record ” and “ tuberculin ” controls, 
“Record” and “tuberculin” first and second test mice. 


During the next 48 hours all control mice remained in 
good health, but 16 of the 20 test animals developed a fatal 
pneumococcal peritonitis and septicaemia, which was con- 
firmed by culture and smear. The result is shown in 
Table I. 


These mouse experiments were intended to simulate 
the ordinary technique of mass inoculation carefully 
performed. As a test of transfer of infection they were, 
however, very sensitive, because the number of virulent 
organisms needed to produce pneumococcal septicaemia 
in the mouse is very small, and the peritoneal cavities of 
the pneumococcal mice used contained very large numbers 
of pneumococci. 

An attempt has therefore been made to assess the risk 
of carry-over of micro-organisms in the “separate needle, 
common syringe” technique of inoculation by means of : 
quantitative experiments using bacterial cultures instead of 
pneumococcal mice. 


Experiments 3 to 5 
These were performed with an “ artificial mouse ” con- 
sisting of a length of glass tubing bent at a right-angle, the 
shorter arm being fitted with a 2-in. (5-cm.) length of 
rubber tubing, plugged at the far end with a glass 
—~ rod (Fig. 1). Overnight broth cultures of. Shigella 
flexneri (Y6R or NCTC 4832) were pipetted into the 
tube, filling the rubber and the horizontal glass limb, 
and rising in the vertical limb to a height which deter- 
mined the hydrostatic pressure inside the rubber tube. 
Six syringes were employed in each of these experi- 
ments—1I-ml. all-glass “tuberculin” syringes in ex- 
periments 3 and 4, and, in experiment 5, four 1-ml. 
“Record” syringes and two all-glass “ tuberculin ” 
syringes. 
The pattern of the three experiments was the same. 
a The sterile syringe. having been filled with sterile 


ta? broth, 0.1 ml. was injected 


through the rubber tube into 
Fic. 1.—* Artificial mouse.” 


the “artificial mouse.” The 
needle was then withdrawn. 
of as thing bene It was changed and not 
arm is fitted with a 2-in. length Changed on alternate  sy- 
of rubber tubing, plugged at ringes, even-number syringes 
the far end with a glass rod. not having their needles 
changed, odd-number sy- 
ringes receiving a fresh sterile needle before the next 
step in the experiment, which was to discharge 0.2 ml. of 
broth from the syringe into each of three tubes containing 
0.8 ml. of sterile broth. From these tubes suitable dilutions 
were prepared, and six-plate surface counts (Miles and 
Misra, 1938) of their contained bacteria were made. 
Table II shows the result of these experiments in terms 
of the number of colony-producing bacilli contained in 
each of the successive 0.2 ml. volumes of broth discharged 


from the syringe after injection of 0.1 ml. into the “ arti- 
ficial mouse,” with and without intervening changes of 
needle. 


TABLE II.—Results of Experiments 3 to 5 


Experiment | Needle Syringe | Bacterial Counts per 0-2 ml. Volume 
Change No. Vol. 1 Vol.2 | Vol. 3 
Not changed 1 4,000 0 0 
3 22,500 33 0 
3 ” ” 5 8,200 8 25 
Changed 2 2,000 791 292 
5,700 1,191 225 
‘ot 
” ” 3 180,833 890 316 
« Changed’ 2.166 438 
4 3,583 600 225 
6 0 0 0 
Not changed ——— 8,750 66 
»» 5,083 25 
5 ” ” 5 9,333 116 
Changed 2 “ R ” 266 58 


R = Record glass—metal I-ml. syringe. 


Two of the nine tests in which the needle was changed 
showed no carry-over of infection, but in the remaining 
seven change of needle showed very little advantage over 
the nine tests in which the needle was not changed. 


The height of the fluid column in the vertical limb of 


the “ artificial mouse ” in these experiments varied between 
2 and 6 cm. There was no apparent correlation between 
height of fluid column and result. However, it seemed 
possible that the positive pressure against which the first 
injection was made might be forcing culture along the 
needle, although no plunger movement was evident. To 
test this, another experiment was performed. 


Experiment 6 


In this experiment the procedure was similar except that, 
instead of injecting through rubber into culture under a 
few centimetres head of pressure, the first injection was 
made into a small volume of culture held in a small bottle, 
the point of the injecting needle being held one or two 
millimetres below the surface, and the syringe necessarily 
at an angle with the horizontal, such that the pressure on 
the broth in the syringe must throughout have been greater 
than the pressure in the culture around the needle point. 
The result of this experiment is shown in Table III. One 


TasBLe III.—Result of Experiment 6 


Syringe Bacterial Counts per 0-2 ml. Volume 
as Vol. 1 Vol. 2 Vol. 3 
Not changed tT 83,333 1,083 4,083 
” ” 3 45,000 1,250 300 
5 31,666 1,916 216 
2 0 0 0 
»» 4 25,000 2,146 893 
” 6 0 0 0 


out of three syringes in which the needles were changed 
still showed a considerable carry-over of bacteria. In this 
experiment, as in all the preceding ones, the injection into 
the infected mouse or culture had been made without 
emptying the syringe. It seemed possible that, unless the 
plunger were pushed home against the bottom of the 
syringe, small plunger movements might cause a reflux into 
the needle. 
Experiment 7 
In this experiment injection was not made into the 


infected material. Instead, each sterile syringe was first 
washed out with a small volume of sterile broth and 
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emptied. The point of the needle was then dipped into a 
culture of Sh. flexneri to a depth of one or two millimetres, 
after which it was withdrawn and the needle was changed. 
A small volume, up to 1 or 2 ml., of sterile broth was 
drawn into the syringe through the new needle. Three 
drops were then expelled on to an agar plate and spread 
with a sterile spreader. 

Sixteen syringes were used, ranging from 1 ml. to 10 ml. 
in capacity, and of various makes. They were fitted with 
needles of differing lengths and bore. Next day two of the 
16 plates showed numerous colonies of Sh. flexneri, the 
remaining 14 showing none. 

This experiment shows that if the needle point is con- 
taminated, even when the syringe is empty and with the 
plunger pushed home and not moved, and even when there 
is no appreciable pressure forcing infected fluid back into 
the needle, it is still possible for the syringe to become 
contaminated when the needle is changed. It is clear, 
however, that the frequency of such contamination was 
less than in those experiments in which the plunger was 
moved, or in which injections were made into infected 
fluid under a small head of pressure. 


Experiment 8 


A final experiment was performed to help separate these 
two factors of plunger movement and pressure of infected 
fluid. The “artificial mouse ” used in experiments 3 to 5 
was employed again, but this time the injecting syringe 
contained only about 0.1 ml. of fluid, the whole of which 


TaBLE IV.—Experiment 8 


Syringe Height of Fluid Column ™ 
ate 
Before After Result: 
No. Description Injection Injection Colonies 
(cm.) (cm.) 

1 ** Tuberculin ”’ 1 ml. 1-5 2-0 ++ 

2 All-glass we 2-0 3-0 13 

3 3-0 3-5 ++ 

4 3-5 4-2 6 

5 1-5 2:0 0 

6 “*Tuberculin” 2-0 2:5 

7 2:9 +++ 

8 All-glass 2:9 3-2 26 

9 ” 5 . 1-8 2:1 +++ 
10 “*Tuberculin” 1 ,, 2-1 26 +++ 
11 All-glass a 2-6 3-0 0 
12 3-0 3-7 0 
13 1-5 1-8 +++ 
14 1-8 2:2 10 
15 « 2:2 2:7 21 
16 2:7 3-1 47 


++, +++ = Large numbers of colonies, not counted. 


was injected through the rubber, so that at the end of 
the injection the plunger was “ home” against the bottom 
of the syringe. 

One “artificial mouse” was used to test four syringes. 
Sixteen syringes in all, of various sizes and patterns, from 
1 ml. to 10 ml. in capacity and fitted with various needles, 
were tested, using four “artificial mice.” The order of 
procedure was: (1) Sterile broth was drawn into the syringe 
and discharged until about 0.1 ml. remained in the syringe. 
(In 1-ml. and 2-ml. syringes this volume could be measured 
easily. In 5-ml. and 10-ml. syringes it was judged by eye, 
and checked by the change in height of fluid column noted 
after its injection into the “artificial mouse.) (2) This 
terminal volume of broth was then injected through the 
rubber into the culture of Sh. flexneri and the rise in height 
of fluid column noted. (3) The needle was then discarded, 
being replaced by a fresh sterile needle. (4) About 0.5 ml. of 
broth, sterilized in a small individual tube, was then sucked 
into the syringe through the new needle. (5) Three drops 


were then discharged on to the surface of an agar plate 
and spread with a sterile glass spreader. 

Next morning, after overnight incubation at 37° C., three 
of the 16 plates showed no growth, but the remaining plates 
showed colonies of Sh. flexneri, checked by slide agglutina- 
tion, varying in numbers from six to several hundreds, as 
is shown in Table IV. 


Discussion 


Syringes used for intravenous injections often become 
contaminated with blood (Salaman er al., 1944; Drolier, 
1945 ; Mendelssohn and Witts, 1945 ; Darmady and Hard- 
wick, 1945; Morton, 1948) and may, therefore, transfer 


’ infection if used on more than one subject without inter- 


vening sterilization. Hughes (1946) demonstrated that the 
nozzles of syringes used to administer intramuscular injec- 
tions to human subjects often become contaminated with 
red corpuscles. He found that the drop of fluid on the end 
of the syringe nozzle after removal of ithe needle contained 
red corpuscles after 15 out of a total of 27 injections made 
into contracted muscles, and after two out of a total of 12 
injections into relaxed muscles. 

The experiments here reported show that contaminants 
on the needle point, even when no injection is made and 
when the contamination is derived from fluid under negli- 
gible hydrostatic pressure, may travel back along the 
needle and contaminate the syringe when the needle is 
removed from it. Without further extensive quantitative 
experiments, it would not be possible to assess the frequency 
with which this happens ; probably the pattern of syringe 
and of needle would affect the degree of risk. 

It is likely, from the experiments reported, that small 
movements of the plunger and the hydrostatic pressure 
around the needle tip are factors which increase the risk 
of syringe contamination ; and, of course, both of these 
factors are involved whenever any injection is given. 


If, as appears from experi- 
ments 6 and 7, contamina- 
tion of the needle tip can 
lead to contamination of the 
syringe, though the pressure 
around the needle tip is not 
significantly raised, then 
some explanation of the 
passage of the contaminant 
back from the needle tip to 
the syringe nozzle must be 
sought. The most probable 
explanation seems to be that 
offered by Hughes: that 
withdrawal of the nozzle of 
the syringe from the socket 
of the needle may suck fluid 
back from the lumen and 
point of the needle to con- 
taminate the point of the 
syringe nozzle. Measure- 
ment of the length and inter- 
nal diameter of some of 
the needles used in these 
experiments indicated that 
the lumen volume varied 
between 2.5 and 5.8 c.mm. 
for small needles of the 
kind usually employed for 
subcutaneous and intra- | Fic. 2.—Needle cut in half 

longitudinally and fitted to 
muscular injection. These syringe. 


arti- 
of 
= 
; 
en 
st 
| 
Bs, 
t, 
ty. 
“9 
r 
< 
| 
| 
| 


188 Juty 22, 1950 


TRANSFER OF INFECTION BY SYRINGES 


volumes are probably smaller than the displacement volume 
of the syringe nozzle in the needle socket. Fig. 2 shows 
a needle which has been cut in half longitudinally and then 
fitted to a syringe. The displacement volume of the nozzle 
in the socket is of the order of 100 c.mm. 


It seems clear, then, that the “ separate needle, common 
syringe ” technique might transfer infection from one sub- 
ject to the next if the tissue into which the first injection 
was mad: were itself-infected. Our experiments indicate, 
however, that syringe contamination does not always follow 
removal of a contaminated needle, and therefore the 
“separate needle, common syringe” technique is safer 
than the use of one needle and syringe for inoculation of 
several subjects. 

The actual risk of syringe transmission of infection 
during mass immunization is evidently a very small one, 
because it depends not only on the imperfection of the 
syringe technique but also on the probability that muscle, 
skin, or subcutaneous tissue may harbour an infective 
agent capable of being transmitted. 


Where bacterial infections are concerned the risk is 
probably very small. An injection made into a subject 
with an undetected incipient septic lesion might cause, by 
syringe contamination, lesions in several subjects subse- 
quently inoculated, and all the lesions, including that which 
in fact caused the infections, might be wrongly attributed 
to prior contamination of the injection material. Several 
mass-inoculation accidents, such as the Ring disaster of 
1939 (Report, 1939) in which multiple tuberculous abscesses 
followed inoculations with T.A.F., remain unexplained. 
Bigger, Blacklock, and Parish (1940) draw attention to the 
risk of transferring infection from a_ subject who 
already has some small infective lesion in his muscle or 
fascial planes. 

Virus infections are more difficult to inet for know- 
ledge about the distribution of viruses in tissues is very 
inadequate. Serum hepatitis is clearly apt to be passed by 
a faulty injection technique (Hughes, 1946), or even by 
imperfect sterilization of blood guns used for collection 
of blood samples in diabetic clinics (Malmros, Wilander, 
and Herner, 1948). Among neurotropic viruses, the group 
of encephalitides transmitted by insect bite and due to 
viruses recoverable from the blood may be important in 
some parts of the world. Hughes (1944) has drawn atten- 
tion to various neurological complications which may follow 
inoculations and which might conceivably be syringe- 
transmitted. The possibility that poliomyelitis or other 
neurotropic viruses may exist in relatively high local con- 
centrations in the nerves lying in muscles or in skin or 
subcutaneous tissues cannot, in our view, be entirely 
excluded, although on the evidence available this seems 
an unlikely explanation of the association between 
poliomyelitis and inoculations. 


The hazards of the “ separate needle, common syringe ” 
technique may well be greater in countries where malaria 
and blood-borne viruses are more frequent. 


Conclusion 


The common practice of giving multiple injections from 
one syringe is not made entirely safe by using a separate 
needle for each injection, even when the injection is given 
into a tissue other than a vein ; but this technique is safer 
than is the use of a single needle for injection of several 
subjects. The risk probably lies in aspiration of fluid along 
the needle by suction created when the nozzle of the syringe 
is withdrawn from the socket of the needle. 
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Diphyllobothrium latum, the fish tapeworm, is uncommon 
in the British Isles, although cases occur from time to time 
among the inhabitants of the lake districts of western 
Ireland. In 1944 Duguid and Sheppard found the trout 
and sticklebacks of a reservoir in South Wales heavily 
infested with the plerocercoids of Diphyllobothrium 
dendriticum, and Hickey and Harris (1944) found the 
adult worm in seagulls in Ireland. Human infestation is 
virtually unknown in Great Britain, though it is prevalent 
in other parts of the world, including the United States 
of America, where it has been introduced by immigrants. 
In 1924 Passay and Braine referred to an Estonian seaman 
who expelled a worm in hospital in Aberdeen, and Duguid 
and Sheppard mention a Belgian soldier who was found 
to be a carrier. Otherwise no case has been published in 
this country. 

The associated megaloblastic anaemia is remarkable in 
that it is almost entirely confined to the Finnish race, 
although there are many other nationalities equally heavily 
infested with the worm. Even in Finland it is uncommon. 
Ehrstrém (1926) stated that it occurred in only one of 
every 5,000-10,000 carriers, but later workers have found 
it more frequently. ‘The case recorded below is notable 
not only on this account but because of its haematological 
interest and because it raises an important public health 
problem. 


Case Report 


A Finnish domestic servant aged 22 had lived in England 
for two years. Her health had always been good until six to 
seven months before admission to hospital on July 7, 1949, 
when she began to notice increasing tiredness, followed later 
by breathlessness and occasional morning vomiting. She had 
attended another hospital in May, 1949, where a tentative 
diagnosis of pernicious anaemia was made and an injection 
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of liver was given. It was stated that a reticulocytosis occurred 
five days later. She received no more liver injections, as she 
then left that neighbourhood. 

Apart from obvious pallor there were no abnormal physical 
signs. Her nutritional state was good. Haematological exami- 


110- 
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DIAMETERS IN MICRONS 


Fic. 1.—Price-Jones curves before and after treatment. Curve I: 
June 15, 1949. Curve II: November 25, 1949. 


nation showed the following: haemoglobin, 60% (8.2 2.%); 
red cells, 2,500,000; colour index, 1.2; packed cell volume, 
30 ml.%. The Price-Jones curve (Humble and Belyavin, 1948) 
showed (Fig. 1, Curve II): mean corpuscular diameter, 8.34 » ; 
standard deviation 6.9 «; megalocytosis, 36%. The mean 
corpuscular volume was 120 »*; mean corpuscular haemo- 
globin, 32.8 »ug.; mean corpuscular haemoglobin concentra- 
tion, 27.3% ; white blood cells, 5,600 (normal differential count). 
The sternal marrow showed an excess of nucleated red blood 
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and reticulocyte response in relation to 
treatment. 
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cells, most of which could be classified as macronormoblasts. 
A feature of the films was a large number of fully mature 
(orthochromic) late normoblasts. Many definite megaloblasts 
were seen in various stages of development. The appearances 
were not those of classical Addisonian anaemia. 

A histamine-fast achlorhydria was present. The faecal fats 
were within normal limits, and occult blood was not found in 
the stools. There was no radiological evidence of pulmonary 
disease. 

When considering the differential diagnosis steatorrhoea was 
excluded, and it was felt that pernicious anaemia was unlikely 
on account of the patient’s youth. Because of her nationality, 


diphyllobothrium anaemia was suggested, and three successive 
stool examinations revealed diphyllobothrium ova. 

On July 18 she was given 90 min. (5.4 ml.) of extract of 
male fern in divided doses of 30 min. (1.8 ml.), having previ- 
ously been starved for two days. After a dose of magnesium 
sulphate two hours later, two adult worms were expelled, one 
with the head intact, which were identified as a species of 
diphyllobothrium. No further treatment was given, and on 


* July 27 a reticulocytosis began; this continued for the next 


four days, reaching a maximum of 7% on July 28 (Fig. 2). 
An injection of 4 ml. of “ anahaemin” on August 6 produced 
no more reticulocytes, but the anaemia was improving rapidly, 
and on August 11 the haemoglobin amounted to 86%. Ova 
were not found in the stools examined between disinfestation, 
and the patient was discharged from hospital on August 19. 
In November, 1949, she was well and her stools were free from 
ova. The histamine-fast achlorhydria was still present. Her 
haemoglobin was 105% and the Price-Jones curve showed: 
M.C.D., 7.71 »; standard deviation, 0.59 ». Megalocytosis 
was 4.4% (Fig. 1, Curve II). 

The atypical bone-marrow appearance can probably be 
attributed to the liver injection given two months earlier. 
Also, this case’emphasizes the inadvisability of diagnosing 
true pernicious, anaemia in a young person without 
considering all the possible aetiological factors. 


Helminthology 
The identity of the tapeworm in this case was determined 
from specimens of ova and an adult worm. The ova 
were ellipsoids, measuring about 68 by 48 » and having 


Fic. 3 Two ova, one ruptured to 
show operculum. (x 150.) 

an operculum which was readily opened by applying gentle 
pressure to a coverslip over a wet film. The embryo 
appeared as a cluster of granular cells occupying most 
of the egg. Some specimens showed a small nodular thick- 
ening opposite the operculum (Figs. 3 and 4). The adult 
worm was six metres 
long (Fig. 5) and 
was composed of 
typical proglottides 
having a_ central 
rosette-shaped uterus 
with genital and 
uterine pores on 
the ventral surface 
(Fig. 6). The testes 
were not continuous 
across the mid-line. 
The scolex was 
smooth and elon- 
gated, was marked 
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by two grooves (bothria), but had no hooklets or 
suckers. 

Members of the Diphyllobothriidae have a complex 
life-cycle, requiring two intermediate hosts as well as the 
definitive host. On hatching, the eggs liberate a small 
ciliated spherical larva or coracidium. This develops in 


Fico. 5.—Diphyllobothrium latum. Complete adult tapeworm. 
4 natural size. 


the body cavity of a water-flea, usually Cyclops or Diapto- 
mus, into a hexacanth form known as a procercoid. When 
infected water-fleas are swallowed by fish the procercoids 
pass through the wall of the alimentary canal into the 
body cavity of the fish, where they develop into plero- 
cercoids, which are small unsegmented worms, some 
1-10 cm. long, possessing a deeply grooved scolex. The fish 
‘ most commonly _ infested 

‘| include the stickleback and 
those species that prey upon 
it, such as perch, pike, and 
trout. Fish such as_ the 
grayling, which are only spas- 
modically carnivorous, are 
much less commonly infested 
(Unsworth, 1944). 

If the infested fish is eaten 
raw or partially cooked by a 
suitable host the adult worm 
will develop. The definitive 
host for Diphyllobothrium 
latum may be the cat, dog, 
bear, or man. There are 
also a number of species of 
diphyllobothrium which infest 
sea-birds, such as the cormo- 
rant and gull, as reported by 
Hickey and Harris (1944). 
The outbreak among fish in 
a reservoir in South Wales 


Fic. 6. — Diphyllobothrium 
latum. Unstained segments to 
show general outline and 
central uterus. (x 14.) 


described by Duguid and Sheppard (1944) was probably due 
to this group (Baylis, 1945). It is noteworthy that the avian 
parasites require the same intermediate hosts as Diphyllo- 
bothrium latum, and that one species, Diphyllobothrium 
dendriticum, has been reported to have produced human 
infestation (Talysin, 1932 ; Markowski, 1950). 


Symptoms 

The diphyllobothrium tapeworm can be found in man 
at all ages, but is less common in children than in adults. 
The worm is acquired by eating raw or partially cooked 
or cured fish infested with the plerocercoids. The roe as 
well as the flesh may be affected, and many cases have 
occurred from eating caviar. Properly cooked or cured 
fish is harmless. Most carriers have good health, but 
bowel irritation may cause such symptoms as nausea, 
vomiting, colicky abdominal pain, and diarrhoea. There 
is no foundation for the majority of abdominal and nervous 
symptoms ascribed to the worm. Stomatitis and glossitis 
occasionally occur, and are certainly common in anaemic 
cases. Achlorhydria is no more common in the non- 
anaemic carriers than in the general population (Grénburg, 
1912, cited by Birkeland, 1932). Eosinophilia is occa- 
sionally found, but is inconstant. When anaemia occurs 
the symptoms do not differ from those of other anaemic 
States. 

The terminal proglottides are not shed as in taeniasis, and 
the host may notice nothing unusual in his stools although 
more than a million ova a day are being discharged. It is 
common, however, for varying lengths of the worm to be 
passed from time to time. The life span is not easy to 
determine, as the worms are often multiple and reinfesta- 
tion may be continuous, but Leiper (1936) has shown that 
the worm can live many years. It can be removed by 
anthelmintic treatment in the usual manner. 


The Anaemia 


Until recently the characteristic anaemia had been con- 
sidered a rare manifestation. Birkeland (1932) could find 
only 544 recorded cases. Of these, no fewer than 391 were 
of Finnish stock, and the relative tendency of Finns to 
develop the anaemia compared with other races is very 
striking. Tétterman (1939) and von Bonsdorff (1948) have 
indicated that when systematic blood counts are performed 
the frequency of the anaemia is much greater than 
Ehrstrém’s (1926) estimation. 

The anaemia is commonest in the third and fourth 
decades—a younger age-group than in Addisonian anaemia 
(Lindstr6m, 1930)—but is very uncommon in childhood. 
The blood and bone-marrow appearances are identical with 
those of the other megaloblastic anaemias. The anaemia 
is fatal unless treated, but responds well to either liver 
therapy or disinfestation. No satisfactory evidence has 
ever been produced that spinal cord degeneration occurs. 

Achlorhydria occurs in about 80% of cases, but hydro- 
chloric acid may return to the gastric juice when the worm 
is expelled. This has not so far happened in our patient. 
Hernberg (1947) has found that even when hydrochloric 
acid returns the acidity is diminished, and there is a reduced 
secretion of gastric juice in response to histamine. From 
this he infers that tapeworm anaemia occurs in those with a 
constitutionally defective gastric secretion. 

Recent work on the pathogenesis of this anaemia has 
shown that the intrinsic factor is present. Hernberg (1941) 
found that an incubated mixture of meat and gastric juice 
from a patient with diphyllobothrium anaemia will produce 
a reticulocyte response in patients with true pernicious. 


anaem 
not us 
have | 
when 
very 
| } if? os is eX] 
heed happ 
Bon: 
| anae 
caus 
of tl 
If 
foll 
man 
his 
(b) 
exp 
whe 
not 
rem 
enz 
| occ 
the 
anc 
Tre 
19% 
of 
Fi 
50 
are 
ca 
re} 


JULY 22, 1950 


DIPHYLLOBOTHRIUM INFESTATION IN GREAT BRITAIN 


191 


anaemia in relapse. Deficiency of the extrinsic factor is 
not usually present, but the incidence of anaemia seems to 
have been particularly notable in Finland in 1942, a year 
when the food situation, especially protein deficiency, was 
very serious.. The anaemia will not clear up after the worm 
is expelled if the extrinsic factor is deliberately withheld 
from the diet, indicating that the liver stores of haemo- 
poietic principle are depleted. 

In tapeworm anaemia the administration of meat and 
healthy gastric juice mixtures, whether fresh or incubated, 
will not prodtce a remission until the worm is expelled. 
There is no impairment of absorption in such cases, for 
folic acid and liver given by mouth are as effective as 
liver injections. It therefore seems that the worm in some 
way interferes with the interaction between the extrinsic 
and intrinsic factors. 

Incubating dried or emulsified worm with liver extracts 
will not reduce their anti-anaemic effect. Nor does the 
mixture of meat and gastric juice from worm-anaemia 
patients have any lessened effect in pernicious anaemia if 
fresh or dried worm extracts are added. Neither does the 
worm extract, fed to an anaemia patient after the worm 
is expelled, in any way prevent recovery from occurring. 

The available evidence indicates quite clearly that it 
is the live worm in the intestine which causes anaemia 
by inhibiting the formation of haemopoietin. How this 
happens is not yet clear, but von Bonsdorff (1948), in an 
admirable review of this subject, has suggested that the 
position of the worm in the ileum may determine the onset 
of anaemia. By passing a tube into the small intestine 
he has found that diphyllobothrium ova can usually be 
withdrawn at a distance of 100-150 cm. from the mouth in 
anaemic patients. In non-anaemic patients the distance 
is usually more than 150 cm. The more proximally the 
worm lies in the ileum the more likely is anaemia to occur. 
Moreover, by administering a paytial vermifuge von 
Bonsdorff has been able to produce a remission in an 
anaemic carrier without killing the worm—presumably by 
causing the worm to retreat once more to the distal part 
of the small intestine. — 

If von Bonsdorff’s work is confirmed it will explain the 
following facts : (a) A person can be a worm carrier for 
many years before becoming anaemic—presumably because 
his worm inhabits the distal rather than the proximal ileum. 
(b) Persons with tapeworm anaemia who recover after 
expulsion of the worm do not necessarily become anaemic 
when they are reinfested. (c) The presence of anaemia is 
not related to the intensity of infestation. (d) Worms 
removed from anaemic patients are often discoloured and 
decomposed, owing to the powerful digestive action of 
enzymes in the upper ileum. (e) Spontaneous remissions 
occasionally occur without the worm being expelled. 


Geographical Distribution 

Diphyllobothrium latum is widely distributed throughout 
the temperate regions of the world wherever there are rivers 
and lakes well stocked with fish. It is uncommon in the 
Tropics, where the anaemia is unknown (Manson-Bahr, 
1940). Of the three main endemic areas, one is in the 
Far East, with its centre in Japan. The second area com- 
prises eastern Scandinavia andthe Baltic States. The rate 
of infestation here is high. Birkeland (1932) states that in 


. Finland it is probable that 25% of the population (some 


500,000—750,000 people) are carriers of the worm. Figures 
are not available for the other Baltic countries, but the 
carrier rate may well be of the same order. From this 
region the worm has spread to other countries in central 


and eastern Europe, where the disturbance of the late war 
has no doubt increased its prevalence. . 

The third area where the parasite is often found is in 
North America—in Minnesota and adjoining States in the 
U.S.A. and Canada. The geographical conditions here 
are suitable for the propagation of the worm, and, in addi- 
tion, many of the inhabitants are of Scandinavian descent. 
Magath (1933) states that there is no evidence that the worm 
has been indigenous to this area for more than a short 
time, and there seems little doubt that it was brought there 
by immigrants from the Baltic States, and now appears to 
be ineradicable. Essex (1938) found that the proportion 
of infested fish in Long Lake, Minnesota, was the same in 
1937 as in 1929. 


Diphyllobothrium in Great Britain 


This American experience is worth noting. Duguid and 
Sheppard (1944) and Hickey and Harris (1944) have shown 
that fish tapeworms related to Diphyllobothrium latum and 
affecting the samie intermediate hosts have already appeared 
in this country. Although fresh-water fish is not a common 
article of diet, it has recently been estimated (The Observer, 
December 11, 1949) that there are about two million 
amateur ‘fresh-water fishermen in Great Britain, who pre- 
sumably handle and consume what they catch. No doubt 
human infestation has not previously occurred in this 
country, as visitors from affected areas have not been 
numerous in the past. Since the end of the war, however, 
the position has altered. On April 1, 1942, the number 
of Estonian, Latvian, and Lithuanian nationals living in 
this country was 3,212. By the end of October, 1949, this 
number had increased to 26,745. Similarly the number of 
Finns living here has increased from 447 in 1939 to 1,208 
on July 31, 1949 (figures kindly supplied by the Aliens 
Department, the Home Office). __ 

These immigrants have come from areas heavily infested 
with Diphyllobothrium latum, and there are probably many 
carriers among them. If such persons should live in rural 
areas where sanitation is often primitive there would be 
a grave risk of sewage containing diphyllobothrium ova 
being discharged into a fish-bearing river or lake and 
ultimately causing human infestation. Further investiga- 
tion of this problem by the public health authorities would 
appear to be desirable. . 


Summary 


A case of megaloblastic anaemia caused by diphyllobothrium 
infestation, the first to be recorded in this country, is presented. 
It is emphasized that a diagnosis of idiopathic pernicious 
anaemia should not be made under the age of 30 years 
without considering all the possible aetiological factors. 

The appearance and life history of the parasite and symp- 
toms caused by human infestation are discussed. Diphyllo- 
bothrium anaemia is also described, and its predilection for 
the Finnish race is pointed out. The anaemia seems to be 
caused by the live worm inhabiting the proximal part of the 
ileum and thus interfering, in some way as yet unknown, with 
the interaction of the intrinsic and extrinsic factors. 

An account is given of the geographical distribution of the 
worm, and it is pointed out that, as in America, there seems to 
be a risk of the worm becoming indigenous to Great Britain 
owing to large-scale immigration from the heavily infested 
Baltic States since the end of the war. 


ADDENDUM 

Since the preparation of this paper a further case of 
diphyllobothrium infestation has been .observed. 

A married Finnish lady aged 34, who had lived in England 

for three and a half years, attended the out-patient department 
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on January 16, 1950. She stated that since the age of 10 she 
had often been infested with tapeworms. She had noticed 
worm segments in her stools on one occasion a year previously, 
and again in September, 1949. For a fortnight before coming 
to hospital she had suffered from postural dizziness, a symptom 
she associated with the presence of worms. Apart from slight 
abdominal discomfort, she had no other symptoms of note. 
On examination there were no abnormal physical signs. Her 
blood count was normal. Diphyllobothrium ova were present 
in the stools. Disinfestation has not yet been carried out. 


We are grateful to Sir Arnold Stott for permission to publish this 
case. We are also indebted to Dr, A. J. Shinnie, medical officer 
of health for the City of Westminster, and Professor J. J. C. Buckley, 
of the London Schdol of Tropical Medicine and Hygiene, for help 
and advice. We wish to thank Professor N. F. Maclagan and the 
staff of the Biochemical Department, Westminster Hospital, for 
performing the fractional test meals. 
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A SPECIFIC. SEROLOGICAL TYPE 
OF BACT. COLI FOUND IN INFANTS’ 
HOME IN ABSENCE OF EPIDEMIC 
DIARRHOEA 


BY 
A. M. M. PAYNE, M.D., M.R.C.P. 
AND 


G. T. COOK, M.D. 
(From the Public Health Laboratory, Oxford) 


During the past few years attention has been drawn to 
the association of a particular serological type of Bact. 
coli with outbreaks of infantile diarrhoea and vomiting 
and with intercurrent attacks in hospital wards (Bray, 
1945 ; Bray and Beavan, 1948 ; Giles and Sangster, 1948 ; 
Giles et al., 1949 ; Holzel et al., 1949 ; Taylor et al., 1949). 
The symptoms of cases excreting this organism have often 
been severe, and a number of outbreaks have shown a 
high mortality rate. 

In contrast to the frequency with which these observers 
isolated the organism from infants with symptoms of 
gastro-enteritis, a very low incidence has been reported 
among control groups of symptomless children. These 
control observations to determine the incidence of the 
organism among healthy children have been carried out 
on single samples from hospital patients suffering from 
other conditions and from babies attending welfare clinics 
and in residential homes. 

The present investigation developed from the isolation 
in a residential babies’ home of a strain of Bact. coli 


reported by Dr. Joan Taylor as serologically identical with 
Bact. coli D 433 (Taylor et. al., 1949), and the organism will 
be described as such in this paper. In view of the control 
observations made by previous workers on-a single sample, 
it was decided to examine rectal swabs for Bact. coli D 433 
from all babies in the home at frequent intervals for an 
extended period. Throughout this time, a period of one 
year, the clinical condition of the babies was kept under 
constant observation by one of us (A. M. M. P.). 

The purpose of this paper is to give an account of the 
incidence of Bact. coli D 433 during this survey, and to 
relate its occurrence in babies to the presence of gastro- 
intestinal symptoms. 


Previous Infection in the Home 


The home is a private residential one with a training 
school for nursery nurses. It takes up to 18 infants at a 
time, the ages ranging from a week or two to 2 years. 
Most children are from a few weeks to a year old. They 
are usually admitted singly at an average rate of about 
one a week. The majority are admitted from the London 
boroughs, having been abandoned, for adoption, or 
because of the illness of the parents. Some are “ private” 
residents admitted during the illness or absence of the 
parents. There is no distinction between the two groups 
in the home. The home is well run and the children are 
happy and well cared for. Almost all infants are bottle- 
fed. 


In the winter of 1943-4 there was a sporadic outbreak 
of infantile diarrhoea and vomiting with five deaths spread 
over a period of four months. Ever since then there 
have been frequent attacks of diarrhoea with offensive 
motions, sore buttocks, vomiting, and loss of weight last- 
ing about a week. Almost every child has been affected 
more or less, usually soon after admission and sometimes 
more than once. In June, 1948, two children (twins) were 
seriously ill, and this was the immediate cause of a request 
to this laboratory for assistance. 


Present Investigation 


The home was first visited on June 23, 1948. It was 
found that one infant (T.H.) was ill with diarrhoea and 
vomiting of moderate severity, and, since it appeared likely 
that she might need intravenous therapy, her admission 
was arranged to the Hospital for Sick Children, Great 
Ormond Street. Her twin sister (M. H.} was convalescent 
from a moderate attack of diarrhoea and vomiting. No 
other children had had significant symptoms during the 
previous month. Rectal swabs were taken on June 23 
from all infants and from the three permanent staff. 
Including both T. H. and M. H., five out of sixteen infants 
were found to be excreting Bact. coli D 433. The organism 
was also isolated from T. H.’s vomit. None of the other 
three children had suggestive symptoms, but one of them 
(L. M.) developed symptoms on June 24 compatible with 
a mild attack of infantile diarrhoea and vomiting. The 
other two had no previous history suggestive of infantile 
diarrhoea and vomiting, and remained well. These four 
children were isolated, with separate staff and equipment. 
No further children were found to be excreting Bact. coli 
D 433 or had developed symptoms: Rectal swabs taken 
on July 5 showed that one of the two symptomless infants 
and M. H. were then free from the organism, and on 
July 15 all swabs were negative. On her return from 
hospital on July 24 a swab from T. H. was also negative. 

Since then all infants have had rectal swabs examined 
for the presence of Bact. coli D 433 on admission and at 
intervals of two to four weeks up to the end of December, 
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1948. During January, 1949, few swabs were taken owing 
to shortage of agglutinating serum, but from February to 
June, 1949, swabs were taken from all children at intervals 
of one to two weeks. Records were kept of all gastro- 
intestinal symptoms. These varied from mild feeding 
difficulties to attacks of infantile diarrhoea and vomiting. 
The symptoms have been divided into two groups: 
(1) intestinal symptoms associated with feeding difficulties, 
and (2) infantile diarrhoea and vomiting. In some cases 
it was difficult to decide into which category the symptoms 
should be placed. The criteria adopted were as follows: 

Feeding Difficulties—A mild disturbance associated with 
fretfulness ; colicky pains ; slight looseness of the motions, not 
more than three or four daily, which might be tinged with 
green and contain curds or undigested fat with traces of slime ; 
failure to gain weight, or the loss of up to about 4 oz. (113 g.); 
no temperature ; excoriation of buttocks not prominent; no 
dehydration ; responding in a few days to reduction in strength 
of feeds. 

Infantile Diarrhoea and Vomiting.—A definite illness, usually 
of sudden onset, with frequent loose motions with or without 
slime, frequently green and offensive, and often associated 
with vomiting ; loss of weight, usually more than 4 oz., with 
or without obvious dehydration ; excoriation of the ‘buttocks ; 
reluctance to feed; some fretfulness when disturbed, but as a 
rule lethargy ; temperature sometimes raised, especially at the 
onset ; colicky pain not marked. 

Diarrhoea associated with parenteral infection is 
excluded, but this did not occur in the presence of Bact. 
coli D 433. 


Bacteriological Investigation 

Since Bray (1945) first reported the occurrence of sero- 
logically homogeneous strains of Bact. coli var. neapoli-. 
tanum among infants suffering from “ summer diarrhoea ” 
a varying nomenclature has been adopted by subsequent 
workers for the same serological strain of Bact. coli, The 
position has recently become more confused by the isola- 
tion of a new type of Bact. coli, also frequently associated 
with infants suffering from gastro-enteritis and called the 
B-type (Giles et al., 1949; Smith, 1949). This type differs 
from the original or a-type antigenically and in certain of 
its cultural characteristics. Both types were also recog- 
nized among the cases studied by Holzel ef al. (1949). 

A summary of the names by which the a-type of Bact. 
coli has been previously described is given in Table I. A 


Taste I.—Nomenclature Used by Previous Authors for Strains of 
Bact. coli Serologically Identical 

Bray ase Nomenclature 

Bray and Beavan (1948) { Bact. coli var. neapolitanum 

Giles and Sangster (1948) 


Giles et al. (1949) Bact. coli (later referred to as a-type) 
Holzel et al. (1949 Bact. coli vat. neapolitanum 


rs et al. (1949) Bact. coli B.G-T. Taylor) 
(1949) 
et al. (1949): Bact. coli D 433 


study of the literature reveals that all these strains are, in 
fact, antigenically identical (though different from the 
B-type), and they are the same as that described in this 
paper. It must be emphasized that the identity and 
similarity of the strains depend primarily on serological 
behaviour, though they can be regarded as a serologically 
homogeneous group of coliform organisms usually having 
the biochemical reactions ascribed to Bact. coli var. 
neapolitanum. 


Methods 
During the period of 12 months that this investigation 
was being undertaken 337 rectal swabs from babies were 
examined. In the absence of symptoms, each swab was 
inoculated on to a layered horse-blood/digest-agar plate 


and a MacConkey plate, both of which were incubated 
aerobically at 37° C. Swabs from babies with symptoms 
of gastro-enteritis were also inoculated on to desoxycholate 
citrate agar and on to Wilson and Blair’s medium, both 
directly and after enrichment in Kauffmann’s tetrathionate 
broth and in selenite F. Non-lactose fermenters and 
suspicious colonies on Wilson and Blair’s medium were 
further investigated. 

The first five strains of Bact. coli D 433 isolated were 
identified from blood-agar plates sent to Dr. Taylor for 
investigation. The remaining strains were recognized in 
this laboratory as a result of slide agglutination of at least 
four colonies from the primary blood-agar or MacConkey 
plate. Except in two instances, when first isolated from 
a baby each positive strain was inoculated into a set of 
“sugars” and also sent to Dr. Taylor for serological con- 


firmation. In subsequent isolations the identification of | 


Bact. coli D 433 was made by slide agglutination only. 


Results 


Bact, coli D 433 was isolated from 40 of the 337 rectal 
swabs examined. It was often present on the primary 
blood plate as a practically pure growth, and in 24 of the 


‘40 cases 75% or more of the colonies tested gave a posi- 


tive agglutination result. The 40 positive swabs were 
obtained from 17 of the 60 babies investigated. Strains 
from 15 of these 17 babies were examined biochemically 
and showed similar reactions. 

All these strains were non-motile when, grown in broth 
at 37° C., were indole-positive, and failed to produce H,S. 
All fermented lactose, glucose, mannitol, and maltose with 
acid .and gas production after overnight incubation at 
37° C. except one strain which did not ferment maltose 
till the third day. Fermentation of sucrose and salicin 
was usually delayed: for 48 hours and fermentation of 
dulcitol for four days. Rarely sucrose, salicin, or dulcitol 
was not fermented. The strains were M.R.-positive, V.P.- 
and citrate-negative, and gave acid and gas in MacConkey 
broth at 44° C. All strains were agglutinated to titre by 
Bact. coli D 433 K and O sera. No member of the 
Shigella or Salmonella group was isolated from any of the 
babies with symptoms of gastro-enteritis. 


Use of MacConkey Agar 

During most of the course of this investigation 
MacConkey agar was used in parallel] with blood agar. 
It was hoped that on those plates where Bact. coli D 433 
formed only a small proportion of the total growth the 
colonies might be more readily recognized on MacConkey 
agar than on blood agar. It was found, however, that the 
relatively small colonies of Bact. coli D 433 were usually 
overgrown or suppressed by the heavier growth of other 
intestinal organisms. 

There was reasonably good correlation between the 
results on blood agar and on MacConkey agar. Of 28 
instances in which a positive result was obtained, both 
media were positive in 24, blood agar only in three, and 
MacConkey agar only in one. The blood-agar plate on 
this occasion was overgrown by a spreading Proteus. 
When a Proteus strain rendered the blood-agar plate 
unsuitable for examination, slide agglutination was done 
on colonies from the MacConkey plate. 

In view of the occasional failure to isolate the organism 
from MacConkey agar when the blood agar was positive, 
it is possible that slightly better results might have been 
obtained by using chloral hydrate blood agar as an 
alternative medium. The proportion of blood-agar plates 
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contaminated by spreading Proteus strains was not large— 
24 out of 337. A few babies consistently produced Proteus 
organisms, and the 24 strains isolated were, in fact, al! 
obtained from 12 of the 60 babies examined. 


Epidemiological Findings 


The epidemiological results are summarized in Tables 
Il, IV, and V. 


eeane II.—incidence of Bact. coli D 433 ae to the Number of 


Examinations M 
No. of Examinations No. of Infants No. of Infants Excreting 
Bact. coli D 433 on One 
per Infant Examined 

3-11 25 6 
i2andover . 12 
Total .. 60 7 


Taste III.—Incidence of Bact. coli D 433 and Associated Symptoms 
Among 17 Babies in Age Groups 


in Weeks Infantile Intestinal 
4. Bact. coli Diarrhoea Symptoms No 
D 433 First and Reading | Symptoms | Total 

Vomiting | Difficulties 
0-5 0 0 2 2 
6-11 2 1 2 5 
12-23 3 0 5 x 
24 and over 0 0 2 2 
Total 5 1 il 17 


TaBLe IV.—Duration of Excretion of Bact. coli D 433 and 


Associated Symptoms 
Duration of Infantile Intestinal 
Excretion of Diarrhoea —— No 
Bact. coli D 433 and with Feeding | SYmptoms Total 
0-2 on as 1 0 6 7 
3 and over de 4 1 5 10 
5 1 17 


TaBLe V.—Incidence of Bact. coli D 433, February-June, 1949 


Date in Months and Weeks 
Feb. March April May [June 
3 4 1 2 3 4 5 2 4 1 3 4 1 
No. of infants 
examined.. | 15 | 15 | 15 | 13 | 14} 17] 15 | 15 | 16 | 16] 15 | 17 
No. of positive 


ay coli 
D 433 0h OL oe ti 4 
No. of new 


ves 3]; 1 0 Oo; 1] Oj; 1 
No. of cases 
of infantile 
diarrhoea 
and vomiti 0 2; 0; 0; O 0; 0; O 0; 0 
No. of new 


* Three of these had been positive in February—March. 


During the course of the investigation rectal swabs were 
examined from 60 infants, and it was found that 17 of 
these excreted Bact. coli D 433 on one or more occasions. 
The number of examinations made on each infant varied 
considerably, and Table II shows the association between 
this and the incidence of Bact. coli D 433.. The organism 
was isolated from as many as 11 of the 12 infants examined 
on twelve or more occasions, but from none of the 23 
infants examined once or twice only. 

Symptoms of infantile diarrhoea and vomiting were 
observed among only 5 of the 17 infants with positive 
swabs and 11 infants had no symptoms at all while excret- 


ing Bact. coli D 433. Four of these 11 infants were under 
3 months old (Table III) and five infants continued to 
excrete the organism for at least three weeks (Table IV). 
The frequency of symptoms among those infants who 
were not excreting Bact. coli D 433 at the time is not shown 
in the tables. In the course of the year six of these 
developed infantile diarrhoea and vomiting, and symptoms 
associated with feeding difficulties occurred on 13 
occasions. 

When Bact. coli D 433 was first recognized in the home 
in June, 1948, it was isolated from five babies. The organ- 
ism was not detected in any of these babies after the 
beginning of July and, in fact, was not again isolated in 
the home until the third week of February, 1949. It then 
spread rapidly through the home, and during the next 
four weeks was isolated from 10 of the 15 infants at risk, 
though only two of these developed symptoms of infantile 
diarrhoea and vomiting (Table V). 

Weight charts were kept for all infants throughout the 
year, and it was thought that irregularity of the charts 
might provide a more sensitive indication of the effect of 
carriage of Bact. coli D 433 than the presence of intestinal 
symptoms. It was found, however, that all 11 infants who 
did not develop symptoms while excreting Bact. coli D 433 
continued to gain weight steadily. 


Discussion 


It can be seen from the findings of some previous 
observers (Table VI) that the incidence of this serological 
type of Bact. coli among the healthy infants forming the 


Taste VI.—Relationship Between a Specific Serological Type of 
Bact. coli and Symptoms. 


Infantile sified, Controls (Infants 
Vomiti Doubtfal or Due |] 
Reference to Other Causes! 
No. y 4 No. 7 No. % 
i Examined} Pos. | Examined} Pos. 
Bray (1945) .. 50 95 100* 4 
(1948) 40 87-5 80* 4 
Giles et al. 
(1949) 207 94-7 208 9 271* 2-6 
Holzel et ai. 
1949) 79 63 po ani 
Taylor ef ai. 
(1949) 54t 96 52t 21 208§ 0 


* Mainly hospital patients, ae. & ** healthy ” t Includes groups 
A to E (loc. cit). includes groups Hi (loc H Gee. eft. cit.). - in resi- 
dential and day nurseries. 


control groups is low. These contro] infants were taken 
from a number of different environments, and the results 
are based on single examinations of different infants. 

Recent findings by Smith (1949) and Rogers et al. (1949) 
cannot be tabulated in the same way, but both confirm 
the frequent association between a specific serological type 
of Bact. coli and infantile diarrhoea and vomiting. Smith 
also describes the occurrence of a different serological type 
of Bact. coli, known as type f, in cases of diarrhoea and 
vomiting. This type was not looked for in the present 
investigation. Rogers et al. (1949) found that 25 out of 86 
infants excreting Bact. coli B.G.T. (see Table I) did not 
develop symptoms. The remaining 61 developed gastro- 
intestinal disturbances which varied from severe gastro- 
enteritis to a mild diarrhoea with or without vomiting. It 
is worthy of note that 82 of these infants acquired the 
organism after admission to hospital. 

In the present investigation the infants were selected by | 
the fact that they were in the home, and not because of 
any symptoms. Therefore the best estimate of the general 
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incidence of Bact. coli D 433 must include all positive 
results irrespective of the presence of symptoms. Sixty 
babies were examined and 17 of them were found to be 
excreting Bact. coli D 433 on one or more occasions in the 
course of a year. It appears that the frequency of isola- 
tion of Bact. coli D 433 is related to the number of times 
the infants were examined (Table II). However, the rela- 
tively high incidence among babies examined on twelve or 
more occasions may equally well be due to the length of 
their stay in the same semi-closed community resulting in 
an increased risk of exposure. 

In many intestinal infections’ some susceptible children 
may excrete the causative organism for a short period 
without developing symptoms. Prolonged excretion with- 
out symptoms is, however, unusual. In the course of this 
investigation five infants were found to be excreting Bact. 
coli D 433 in large numbers for three weeks or more and 
yet did not develop symptoms. One further infant had 
very mild symptoms due to feeding difficulties during a 
long period of excretion. The ages of these six infants 


at the time were 4, 8, 8, 12, 16, and 20 weeks. Adequate 


past histories were obtained for all these children and only 
one had had infantile diarrhoea and vomiting. She was 
under observation in the home at the time and was not 
excreting Bact. coli D. 433. Breast-feeding is widely 
accepted as affording a degree of protection from infantile 
diarrhoea and vomiting, but none of these six infants was 
breast-fed at the time of excreting the organism and four 
of them had never been breast-fed. Eleven infants 
developed infantile diarrhoea and vomiting during the year, 
but only five of them were excreting Bact. coli D 433. 

These findings, and the fact that 11 of the 17 children 
excreting the organism did not develop symptoms at the 
time, do not support the hypothesis that there is an aetio- 
logical connexion between Bact. coli D 433 and infantile 
diarrhoea and vomiting, though they are compatible with 
such a theory. However, the figures of previous workers 
summarized in Table VI strongly suggest some such con- 
nexion unless an alternative explanation of the very high 
incidence among ill children is found. It has already 
been suggested that the incidence among healthy babies 
may be higher than earlier results have shown. The 
present methods of isolating the organism cannot be con- 
sidered satisfactory, and in the absence of selective 
media it is probable that scanty infections might be 
missed. 

In this survey the organism was not isolated from any 
infant for more than four weeks at a time. The strain 
then died out or was present in the faeces in insufficient 
numbers to be detected. In the latter case it is possible 
that the appearance of the organism in the home in May 
was not due to a fresh. introduction from outside, but to 
its persistence in small numbers in the stools of one or 
two children. In this event some unknown factor may 
have caused rapid proliferation of the organism. The 
fact that three of the four babies excreting the organism in 
May are known to have previously excreted it in February 
and March might be regarded as supporting this sugges- 
tion. No evidence of the possible nature of this factor was 
found. It is not necessary for the stools to be loose for 
the organism to flourish. Further work is necessary to 
determine whether such a factor exists. 

The part played by Bact. coli D 433 in the aetiology of 
infantile diarrhoea and vomiting remains uncertain, but 
it has been shown that an outbreak of infantile diarrhoea 
and vomiting did not follow the spread of the organism 
among a group of infants, the majority of whom were 
presumed to have been susceptible to the disease. 


Summary 


A clinical and bacteriological investigation of infants in a 
residential home was carried out for a period of ‘one year. 
Sixty infants came under observation. ¢ 

A specific serological type of Bact. coli identified as D 433 
(Taylor et al.) was isolated from 17 infants on one or more 
occasions. Eleven of these infants had no symptoms, one had 
slight symptoms associated with feeding difficulties, and five 
had infantile diarrhoea and vomiting. Six infants developed 
infantile diarrhoea and vomiting in the absence of Bact. coli 
D 433. 

At one time as many as 10 out of the 15 infants in the home 
were excreting Bact. coli D 433, but no outbreak of infantile 
diarrhoea and vomiting occurred. 

The aetiological relationship between Bact. coli D 433 and 
infantile diarrhoea and vomiting is discussed. 


We are indebted to Dr. Joan Taylor for identifying the first five 
strains of Bact. coli D 433 reported in this paper, for confirming the 


_ identity of strains isolated subsequently, and for the supply of 


agglutinating serum. Our thanks are due to the matron and staff of 
the home for their whole-hearted co-operation. 
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BACT. COLI D 433 IN CASES OF 
DIARRHOEA IN ADULTS 


BY 


JOHN S. STEVENSON, M.D. 
Department of Bacteriology, Stobhill Hospital, Glasgow 


Recent investigations concerning the causal factors of diar- 
rhoea and vomiting in infants have indicated that the 
disease is very often associated with the presence in the 
intestine of a particular variety of Bact. coli. An organism 
of this nature (Bact. coli var. neapolitanum) was isolated 
by Bray (1945) from over 90% of cases of summer diar- 
rhoea ; Giles and Sangster (1948) isolated a similar organ- ° 
ism from over 90% of cases occurring in an outbreak in 
1947. Taylor et al. (1949) described the isolation of a 
non-motile variant of Bact. coli. (D433) from a large 
number of cases occurring in eight outbreaks of infantile 
diarrhoea and vomiting, and identified this organism with 
that previously isolated by Giles and Sangster. 

In order to investigate strains of Bact. coli encountered 
in this laboratory from cases of infantile diarrhoea and 
vomiting, D 433 antiserum was kindly supplied by Dr. Joan 
Taylor. At the time the investigation was begun, however 
(April, 1949), there were few cases of infantile gastro- 
enteritis, and it was decided in the first place to confine 
attention to adults and establish a routine method of pro- 
cedure which could be used in the summer months if and 


when outbreaks developed. 


Procedure 


Specimens of faeces arriving at the laboratory for routine 
investigation were inoculated on to blood agar, MacConkey, 
and Difco “ bacto S.S.” agar. The plates were inoculated 
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by the usual stroke method and incubated overnight. The 
following morning two colonies of coliform organisms 
from each plate were picked off into peptone water and 
incubated at 37° C. for six hours—that is, six colonies from 
each specimen of faeces were isolated. From the peptone 
waters the routine sugar media and an agar slope were 
inoculated and incubated for 18 hours; the agar slope 
growths were then tested by slide-agglutination against 
D 433 antiserum. 

In thi. way coliform organisms from the faeces of 72 
adults werc examined over a period of several weeks, and 
it was with some surprise that positive slide-agglutination 
reactions were obtained with two cases on the first day of 
the investigation. Further positives were encountered 
within a few days, and over a period of three weeks a 
total of 14 was reached. Brief details of these cases are 


in contact with young infants to a greater extent than men, 


and thus are more prone to infection from, or to infect, 
babies than are males. 

3. Of three patients with jaundice, two had definite liver 
damage. 

4. So far as could be ascertained, none of the patients had 
direct contact with young infants, and no cases of “ gastro- 
enteritis” could be traced to their homes. In the series 
described by Taylor et al. (1949), D433 was recovered 
from the faeces of 4 out of 84 adult contacts of infantile 
diarrhoea and vomiting. None of these four cases had 
suffered any intestinal upset. 

While it cannot be stated that D 433 is a likely cause 
of the diarrhoea in even some of these 14 cases, it may be 
that the reverse is true—that is, that the washing-down 


Details of Cases 
| Sex | Age Clinical Notes Diagnosis Coun 
1 F 25 Admitted 12/3/49. Diarrh 7 weeks’ duration. Jaundice | P.M. “‘ Intestinal ‘ 2/4/49 Not known 
2 M 69 Admitted 15, Gastric ulcer 2/4/49 None 
tos showed gastric . Partial gas . Discharged 
3 F 72 Admitted 21 . Jaundice. Diarrhoea developed in hospital. | Infective hepatitis 4/4/49 None (nor with other 
Discharged 1/6/49 cases of this series) 
4 F 53 and diarrhoea. Diabetes mellitus 4/4/49 Not known 
diarrhoea. 
5 F 30 | Admitted 3/4/49. Pregnant. Diarrhoea. Slight bronchitis. | Bronchitis 5/4/49 | One child aged 4 
own request bya years. Well 
t 
7 F 12 von \- diarrhoea for 24 hours. Temperature 104° F, | Enteritis. ? food-poisoning | 12/4/49 Not known 
8 F 72 Admitted 23 18 Diabetes and diarrhoea, with severe colic. | Diabetes mellitus 13/4/49 None 
9 M 42 Darton several weeks; blood and 13/4/49 3 cnt 
miucus Died . years. 
10 F s | Admitted Toes. Abdominal pain, diarrhoea, and vomitting. | Mild appendicitis 14/449 | Not known 
11 F 12 Adana Acute rheumatism with diarrhoea Acute rheumatism 14/4/49 
12 b 539 Admitted st 149. Dierrhoee ith blood and mucus; rheumatoid | Non-specific ‘* dysentery” | 18/4/49 | None 
t 
13 F 43 gm and severe diarrhoea for several days. | Asthma; colitis 18/4/49 Not known 
14 F 23 Admitted 20/4 . 28 weeks pregnant— bleeding. Diarrhoea | Pregnancy; colitis 21/4/49 2 children—3 and 2 
2 days. Sloagh of bowel passed 25/4/4! years. Well 


set out in the Table. The 14 strains isolated were sent 
to Dr. Taylor for confirmation ; all 14 were identified as 
Bact. coli D433. No members of the Salmonella or 
Shigella groups were isolated from any of these patients. 


Further investigations were carried out during May, 
1949, but no more instances of D433 in adults were 


+ encountered. Pressure of work unfortunately made it 


impossible to continue the work during the summer months. 
During September and October over 60 more cases of adult 
diarrhoea were investigated, with negative results so far as 
the isolation of D 433 was concerned. 


Discussion 


These brief notes are not intended to be in any way the 
results of exhaustive research, but are presented merely to 
draw attention to a possible reservoir of Bact. coli D 433. 
It is difficult to assess the importance, if any, of the present 
findings, but it is thought that the following points may 
be of interest. 

1. All the patients had diarrhoea. In some it was of 
trifling severity, but was marked in others. Several of the 
latter, notably Cases 1 and 9, were the seat of pathological 
processes which could explain the diarrhoea without the 
intervention of an infective agent. 

2. Eleven of the patients were females. In such a small 
series it is to be doubted if much significance can be placed 
on this finding, but there remains the fact that women are 


effect of the diarrhoea caused the organism to be present 
in the faeces. This suggests the possibility that D 433 is 
a normal inhabitant of the adult duodenum or jejunum, 
and would to some extent explain the presence of the 
organism in cases of such diverse diagnoses. 


I wish to thank Dr. Joan Taylor for her interest and help during 
this investigation ; my thanks are also due to the medical superinten- 
dents of Stobhill and Southern General Hospitals, Glasgow, for 
permission to make use of the clinical details of the patients 
concerned. : 
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In recent years evidence has accumulated of the rapid external 
corrosion of cast-iron and spun-iron pipes used for water supply, 
especially those laid in clay subsoils containing sulphates. In 
view of the large number of bursts and premature replacement 
of mains which had resulted, the Minister of Health set up a 
Departmental Committée in December, 1948, to investigate the 
matter. This committee has now issued its Interim Report of 
the Departmental Committee on the Deterioration of Cast Iron 
and Spun Iron Pipes (H.M.S.O., 3s. 6d.). It covers the scientific 
and technical aspects of corrosion, deals with the extent of 
the problem and its implications, and suggests measures for 
protecting pipes in areas where the soil formation is known to 
be corrosive. 


4 
| in 
(1 
In 
(1 
de 
a 
Wi 
th 
an 
an 
Ti 
us 
De 
na 
et 
| inc 
(I! 
(1! 
(1! 
lite 
be 
Tal 
Art 
Bai 
Beh 
Biel 
Cou 
Elli 
Elst 
Gur 
Me 
Ror 
Roc 
ex 
Tex 
Pres 
Me s 
| 
| = 
TI 
tran 
over 
how 
E 
at | 
for 
wel 
dek 


JuLy 22, 1950 


BONE-MARROW INFUSIONS 197 


BONE-MARROW INFUSIONS: INTRATIBIAL 
AND INTRAVENOUS ROUTES COMPARED 


BY 


L. Ww. C. MASSEY, M.B., B.S. 
From the Gastro-enteritis Unit, South-western Hospital 


The bone marrow as an alternative to the venous route for 
injections and infusions in man was described by Henning 
(1940) in Gefmany and by Tocantins (1940) in the U.S.A. 
In this country the method was recommended by Barford 
(1943) and by Bailey (1944), and a suitable needle was 
devised for use in infants by Gimson (1944). Since then 
a large number of workers have used the method, and it 
was found that the intrasternal route was suitable for adults, 
though there was some danger of perforating the sternum, 
and the intratibial route for infants. Many cases of osteo- 
myelitis were described as following bone-marrow infusions, 
and in a review of the literature up to 1945 Quilligan and 
Turkel (1946) concluded that the bone marrow should be 
used only as an “emergency” route for parenteral fluids. 

In this country, however, Ellison (1944) and Gunz and 
Dean (1945) regarded the method as a satisfactory alter- 
native to the intravenous route, while in the U.S.A. Elston 
et al. (1947) came to the same conclusion, stating that the 
incidence of complications is “ very low.” 

Further favourable reports have come from Higgins et al. 


- (1947), Sutton and Kelley (1947), Williams and Lockhart 


(1948), and Texter and Kaump (1948) in the U.S.A., Couder 
(1948) in France, and from Heinild et al. (1947) in Denmark 
after experience with nearly 1,000 infusions. 

The reported series of bone-marrow infusions in the 
literature together with the incidence of osteomyelitis have 
been compiled in Table I. 


TasBLe I.—Incidence of Osteomyelitis after Bone-marrow Infusions 


Total in No. of Cases of 
Author Series Osteomyelitis 

Arbeiter and 35 0 
Bailey (1944) .. 60+ 0 
Behr (1944) 60+ 0 
Bielstein (1944) 58 0 
Clément ef al. (1947). 65 3 
Couder (1948 100+ 0 
Ellison (1944) 130+ 5 
Elston et al. (1947) 112 0 

Gunz and Dean (1945) 35 1* 
Heinild et al. (1947) .. 982 5 
Higgins et al. (1947) .. 120 0 
Meola (1944) 326 0 
O'Neill et (1942) 116 0 
Romero ) 0 
Sutton Ke d Kalley 200 

utton an 

Texter and Ka =: os 383 2t 
Williams and 948) a 138 1 
t = 72 1 
3,214 21 


* Gunz and Dean refer to two further cases of osteomyelitis which they do 
not include in their series. 

(325 punctures were ma 

The Rave net intrasternal blood 
transfusions without osteomy: and O'Neil (1945). A series of 
400 reported by Tocantins and 6 
how many, also omitted. 


Comparison of the Two Methods 


Both intratibial and intravenous infusions have been used 
at this hospital for some years. In January, 1948, a ward 
for gastro-enteritis in infants was opened and both methods 
were used in the treatment of cases with clinical signs of 
dehydration. By June, 1948, 72 infusions of each kind had 
been successfully performed. The two series of infusions 


were comparable in that they were carried out by the 
same staff and on similar patients. Often the same patient 
would be treated by both methods. ' 

The fluids used were Hartmann’s solution, glucose-saline, 
“casydrol,” diluted plasma, and blood. Our previous 
experience had shown that the latter two were not very 
satisfactory for intramedullary use, so that blood was 
always, and plasma usually, given intravenously. The fluids 
were delivered by the standard “drip” method, and in 
most cases the infusion was allowed to run for as long 
as possible. 

Intratibial Series 

Method.—Gimson’s (1944) method was used : a local 
analgesic was infiltrated down to the periosteum at a point 
medial and below the tibial tubercle, a Gimson needle was 
pushed in through the cortex of the bone, a little marrow 
aspirated, and the needle attached to a continuous-drip 
apparatus. One infusion was omitted from the series 
because of insufficient data and 12 because there was 
failure to perform the bone puncture or the “ drip” failed 
to run. These failures were in some instances due to the 
use of too short a needle and were unusual in the case of 
the more experienced operator. 

Complications (Table I1).—A mild periostitis was seen 
in all cases examined radiologically but caused no trouble. 
On three occasions some necrosis of the bone was seen on 


Tasie II.—Complications 
Intratibial Intravenous 
Needle dislodged 5 il 
General oedema 4 8 
Inflammation of wound or puncture. . 7 7 
Small elough gh at puncture site Nil 
s 
Periostitis d ‘periosiiiis 
ombophlebi 
Abscess in track of vein ” 3 


the film, described by Tocantins as “pressure necrosis,” 
but this also required no treatment. One case of osteo- 


myelitis occurred and was transferred to surgical care. The | 


child was not operated on, and is reported to have been 


discharged cured. In another case regarded as a failure the - 


shaft of the needle broke off while being inserted and was 
left embedded in the bone for five months with no ill effect. 
For some months after the infusion most cases were left 
with a little nodule in the skin adherent to the bone at the 
site of the puncture, as noted by Elston ef al. (1947). A 
small slough at the site of the puncture was seen four 
times ; this was due to pressure on the skin by the needle 
guard where too short a needle was used. Seven other 
cases showed a mild infection of the puncture wound. 


Intravenous Series 

Method.—The saphenous vein at the ankle was usually 
employed ; it was exposed by a small incision under local 
analgesia and a double needle of the Bateman type tied in. 
The lumen of the vein was frequently so small that only the 
fine inner needle could be used. 

Omitted from the series were 17 instances in which there 
was failure to perform the attempted infusion or in which 
the “drip” failed to run. 

Complications (Table II).—In most of the cases some 
degree of phlebitis could be detected clinically in that the 
vein was thickened and tender on palpation. This was 
thought to be a physiological response. Thrombophlebitis 
was manifested by signs of phlebitis extending along the 
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course of the vein accompanied by red, swollen, and tender 
areas of overlying skin. It occurred in six instances and 
subsided rapidly. A mild infection of the incision was 
found seven times. 

Discussion 


An examination of the records of the infusions showed 
that by the intratibial route an average of ‘40 oz. (1.14 litres) 
of fluid was given (Table III). The duration of the infusion 


Tasie III 
Intratibial Intravenous 
Total fluid given in series .. .. | 2,873 oz. wie 1. 3,046 oz. (86-5 1.) 
Average amount given ia 4 ,, 41. 42,, (121) 
Average time .. 34 42 hours 


was anything from 12 hours to four or five days (average 
34 hours). By the intravenous route an average of 42 oz. 
(1.2 litres) was given, and the duration of the infusion 
ranged from 12 hours to three or four days (average 42 
hours). It also appeared that the maximal rate of flow of 
the intratibial “drip” was almost as good as that of the 
intravenous and quite adequate for infusions at the rate 
we required. 

In none of the cases of intratibial or intravenous infu- 

sions were embolic or septicaemic complications noted, 
with the exception of one case in which the patient died 
after an intravenous infusion and in which “ agonal endo- 
i carditis” was found at necropsy. 
f Local oedema occurred round the site of the intratibial 
needle in 12 cases and round the intravenous needle in 
29 cases towards the end of the infusion. In the former 
4 the cause is probably due to fluid leaking back along the 
e needle when it has been in the bone for some time and 
b becomes loose, while in the latter it is probable that the 
needle is pushed through the vein while adjustments are 
being made to it or the baby is being moved for nursing 
purposes. 

The intratibial needle is more firmly held in place than 
the intravenous needle and became loose in only five 
instances, while the latter was dislodged 11 times. 

It would seem that the advantages of the intratibial 
‘method are “ease and speed in introducing the needle and 
its firm fixation” (Behr, 1944), while, on the other hand, 
the intravenous method is better for blood or plasma. It 
was also often found-to be possible to deliver fluid at a 
faster rate by the intravenous route, though this was seldom 
required. 

The disadvantage of the intratibial method is the occa- 
sional osteomyelitis, as compared with the complication 
of thrombophlebitis or abscesses in the track of the needle 
in the case of the intravenous method. 

By improvements in technique and by removing the 
needle earlier it may be possible to reduce all these compli- 
cations, and ‘it should be noted that the reports in the 
literature indicate that the osteomyelitis is usually amenable 
to treatment, since it is provided with an artificial sinus 
by the needle puncture (Ellison, 1944). 
fm However, it would be best to reserve the intramedullary 
Dia infusion for those occasions when, for various reasons, the 
technical difficulties of the intravenous method are too 
great for the operator. 


Summary 


The literature on bone-marrow infusions is briefly mentioned 
and the incidence of the complication of osteomyelitis is 
assessed (approximately 1 in 150 cases). 

Seventy-two intratibial infusions are compared with the same 
number of intravenous infusions. 


One case of osteomyelitis is reported in the intratibial series, 
and the intratibial method is recommended as very satisfactory 
for the administration of the parenteral fluid in infants when 
difficulty is found with the intravenous method. 


My thanks are due to Dr. J. C. Blake, physician-superintendent, 
for his advice and permission to use the hospital records, and to 
my colleagues for permitting me to include their cases in the infusion 
series. I wish also to thank the librarian of the Royal Society of 
Medicine, and Miss Helen Bayne, of the Library of the New York 
University, Bellevue Medical Centre, for assistance with the list of 
references. 
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Medical Memoranda 


Transfixion by a Muck Fork 


Accidental transfixion by a muck fork or similar tined 
implement is not uncommon in country districts. The 
following case is reported in order to stress the importance 
of leaving the implement in situ until the patient reaches 
hospital. 


* 


CasE REPORT 


The patient, a lad of 16, was admitted to the County 
Infirmary, Louth, at 6 p.m. on September 19, 1949. At 
5 p.m.-he had fallen off a lorry load of straw on to the 


points of a muck fork. When seen just after admission he 
was lying on his right side with the business end of the fork 
transfixing him from behind forwards as in the accompanying 


drawing. The fork was thickly coated with manure. At the 
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suggestion of the doctor who was called to the accident, the 
wooden shaft had been sawn through just above the metal, 
for ease of transportation. 

The upper tine had missed him but the three others had 
passed right across the buttocks and groins. The second in 
series entered the left buttock as shown, passed lateral to the 
femur, and lay with the point just under the skin of the front 
of the thigh. The third in series entered the posterior surface 
of the left buttock, passing medial to the femur, and emerged 
between femoral artery and vein, with the point pushing for- 
ward the overlying skin about 2 in. (5 cm.) without piercing it. 
The lowest tine passed deeply across the right thigh, medial 
to the femur, emerged momentarily in the right groin; entered 
the scrotum after } in. (0.6 cm.), and appeared just below 
the pubic ramus, protruding through the skin at the base of 
the penis and apparently transfixing the urethra. There was 
no clinical evidence of sciatic-nerve involvement and the 
patient’s general condition was good. ; 

The four entry holes and the two exit holes were “ ringed ” 
with gentian violet for ease of identification. Catheterization 
revealed no blood and the urethra was assumed to be 
undamaged. Under general anaesthesia (Dr. Swallow) at 7 p.m. 
(that is, two hours after the accident) the fork was extracted— 
a strong pull being required. All the puncture wounds were 
excised within ellipses of skin as far as the deep fascia, and 
the tracks were enlarged slightly and generously powdered 
with sulphathiazole and. penicillin powder; }-in. diameter 
drainage tubes with holes cut at 4-in. (1.25-cm.) intervals all 
along were then put into most of the length of each track. 
The patient received 6,000 LU. of tetanus antitoxin and 2 ml. 
of polyvalent gas-gangrene antitoxin pre-operatively. The 
tetanus antitoxin was repeated on the third day and the 
A.G.G.S. on the third and sixth days.- He received 1 ml. of 
tetanus toxoid on the seventh day. Procaine penicillin, 600,000 
L.U., was administered twice daily for seven days. The bacterio- 
logical report on the manure removed from the implement 
was as follows: “Culture—a proteolytic anaerobe morpho- 
logically typical of Clostridium tetani was cultured.” 

Convalescence was uninterrupted. The tubes were removed 
on the fourth post-operative day, and secondary closure of 
the wounds was made on the 15th day. The patient was 
discharged from hospital with all wounds healed on the 36th 
day. 

Not a single drop of blood escaped until the fork was 
withdrawn, when the entry holes bled briskly. If a tine 
had entered the femoral artery or other large vessel, 
premature withdrawal would have complicated the issue by 
probably producing internal haemorrhage. Had some well- 
intentioned person removed the fork before admission to 
hospital the difficulties of visualizing each track and its 
relation to important structures would have been greatly 
increased. 


My thanks are due to Mr. N. J. Nicholson, consulting surgeon 
to this hospital, for permission to publish this case and for advice ; 
to Dr. W. J. Mozdzierz for his assistance; and to Nurse Pope for 


the drawing. 
CHRISTOPHER CUMMINS, F.R.C.S.Ed., 
Surgical Registrar, County Infirmary, Louth, Lincs. 


| Chronic Myeloid Leukaemia and 
Pregnancy 


The association between chronic myeloid leukaemia and 
pregnancy is rare. McGoldrick and Lapp (1943), in an 
exhaustive review of world literature (94 references), could 
find only 41 substantiated cases for statistical use. They 
quote a maternal mortality of 36.5% and a foetal mortality 
of 16.4%. Li, McBride, and Mettier (1947) recorded 
four cases and Williams (1948) a further seven cases, 
with a maternal mortality of nil, bringing the total up 
to date, of this variety of leukaemia, to 52. 


Case REPORT 
A woman aged 25 was first seen at hospital on June 23, 1947, 
complaining of swellings of the legs. On examination these 
swellings were seen to be subcutaneous haemorrhages and the 
spleen was found to be enlarged, extending for 10 in. (25 cm.) 
below the xiphisternum. The blood count was: haemoglobin, 
67%; red cells, 3,200,000; colour index,- 1.04; platelets, 
84,000 ; white cells, 188,800. The diagnosis of chronic myeloid 
leukaemia was established. She was admitted to hospital and 
treatment with urethane was begun. During the remainder of 
1947 and 1948 she continued to work, and tpe white cell count 

was kept under control with urethane. 


On ‘November 9, 1948, her blood count showed the haemo- 
globin to be 72% and the red cells 2,950,000, but the white cells 
had risen to 202,000. She was referred to the radiotherapy 
department for x-ray treatment of the spleen, which reached 
to the iliac crest and almost to the midline. From December 15 
to January 19, 1949, a total of 900 r to the skin over the spleen 
was given, reducing the white count to 6, The blood 
—_ on April 25, 1949, was: haemoglobin, 62% ; white cells, 

200. 

On July 8 she was referred for a gynaecological opinion as 
she had noticed a swelling of the lower abdomen; she was 
otherwise symptom-free and was at work in a factory. On 
examination the uterus was found to be the size of a 28-weeks 
pregnancy and the foetal heart could be heard ; the spleen was 
palpable, extending for 4 in. (10 cm.) below the costal margin. 
The patient, still unmarried, did not know she was pregnant 
and could only give the date of her last menstrual period as 
some time in January. The blood count on July 11 was: 
haemoglobin, 60% ; red cells, 3,620,000; white cells, 33,200. 
No myeloblasts were seen. 

On September 19, with a normal delivery, she gave birth to 
a living female infant weighing 6 lb. 12 oz. (3.1 kg.). The 
placenta was expelled with a total blood loss of only 8 oz. 
(230 ml.). The placenta contained numerous infarcts. The 
infant, which appeared to be 4a full-term child, had a spina 
bifida and myelocele extending for 3 in. (7.5 cm.) over the 
lumbar region associated with a spastic paraplegia. The 
infant’s blood count was: haemoglobin, 128%; red cells, 
6,350,000 ; white cells, 10,400 (polymorphs 60%, lymphocytes 
30%, monocytes 10%). The baby died on September 26. 

Post-mortem Report (Dr. A. J. McCall).—The body was that 
of a female infant apparently full-term with a swelling over 
the sacrum about 2 by 3 in. (5 by 7.5 cm.) in diameter. The 
skull was normal except for an unusually large gap between 
the two frontal bones. There was intense engorgement of the 
leptomeninges, and the cerebrospinal fluid in the ventricles was 


- obviously purulent. Examination of the pus revealed numerous 


Bacterium coli. The lungs were congested and oedematous. 
There was a defect in the lower lumbar and sacral vertebrae 
due to spina bifida. The skin over the swelling had not ulcer- 
ated but the cavity contained pus. Histological sections from 
the lung, kidney, suprarenals, liver, spleen, and one rib showed 
no evidence of leukaemia. Death was due to Bact. coli 
meningitis from infection of a spina bifida. 

The puerperium was uneventful and involution satisfactory. 
The mother’s blood count on September-21 was: haemoglobin, 
54% ; red cells, 3,840,000 ; white cells, 74,000. On September 27 
it was: haemoglobin, 62%; red cells, 3,410,000; white cells, 
110,000. Moderate hypochromasia, anocytosis, and poikilo- 
cytosis were present. There were over 600 normoblasts for 
every million red cells, and rare myelobasts were found. She 
remained symptom-free and returned to work. 


L. M. Epwarps, M.D., M.R.C.0.G., 
H. D. Freetu, M.R.C.O.G., 
North Staffordshire Royal Infirmary. 
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Reviews 


MODERN DERMATOLOGY 


Modern Practice in Dermatology, 1950. Edited by G. B. 
Mitchell-Heggs, O.B.E., M.D., F.R.C.P. (Pp. 836, with 
319 figures and 7 colour plates. £3 3s.) London: Butter- 
worth and Co. (Publishers), Ltd. 


This imposing v@lume has been planned to meet the needs 
of general practitioners, medical officers in the Services, 
and medical advisers to commercial organizations. Not 
only does it fulfil satisfactorily the purpose for which it 
was designed, but it can be recommended to senior students 
who want to possess a conspectus of dermatology. There 
are fifty chapters, most of them written by different authors. 
Three are on maladies which are of paramount importance 
in tropical countries, so the work will have a wider appeal 
than most books which emanate from the temperate zone. 
The editor has introduced certain innovations which are 
likely to influence the planning of other textbooks, for he 
has included chapters on disorders of the skin with ocular 
involvement, cutaneous manifestations of general diseases, 
pharmacy, social aspects of dermatology, and psycho- 
somatic disorders—matters which hitherto have not been 
given much space in the average standard work on skin 

In reviewing a book to which so many have contributed 
it would be invidious to select certain chapters for com- 
mendation and others for dispraise, but—as is inevitable— 
some are considerably better than others; nevertheless, 
only a few fall below a high level of merit. Most of the 


distinguished contributors have loyally obeyed the editor’s . 


injunction to keep “small-print information” to a mini- 
mum, and most have succeeded in the difficult task of 
keeping their contributions at the correct standard for most 
of their readers. 

The publishers are to be congratulated on the lay-out, 
the generous use of expensive paper, and on the excellence. 
of reproduction of the many illustrations. This is a notable 
contribution to British dermatological literature 


R. M. B. MacKENNA. 


CROHN’S DISEASE 


Regional Ileitis. By Burrill B. Crohn, M.D. (Pp. 229; 
illustrated. £1 10s.) London: Staples Press. 1949. 


A few months ago a reviewer in these columns admitted 
a penchant for monographs. He can be recommended to 
include this book in his collection. It is seldom that such 
an authoritative work appears, and rarer still for an author 
to display the modesty which prevents Dr. Crohn from 
mentioning that the complaint in question is universally 
known as Crohn’s disease. 

The author reports an analysis of 298 private cases which 
he had treated himself and whose course he has followed 
during the past 18 years. Of these, 222 were examples of 
chronic regional ileitis, 16 of acute ileitis, 38 of ileo- 
jejunitis, and 22 of ileitis combined with disease of some 
part of the large bowel. Because it is more common, the 
first group has the greatest interest. The aetiology, patho- 
logy, and clinical picture are considered in great detail and 
reviewed in the light of the many relevant publications. He 
insists on the necessity for surgical treatment, strongly 
favouring ileo-colostomy with exclusion. In the hands of 
his colleagues at the Mount Sinai Hospital, New York, this 


procedure has carried no operative mortality, and has had 


a lower rate of recurrence than any other operation. 
Acute regional ileitis, he believes, is related to the chronic 
form, but as there is a strong tendency to spontaneous 
resolution he regards operation as inadvisable. The 
book ends with chapters on ileo-jejunitis and ileo-colitis 
in which the difficulties of treatment are fully discussed. 
The volume is patently the fruit of many years’ patient 
and careful study of this group of diseases ; it is balanced 
and exhaustive, as well as authoritative ; and it will be an 
essential addition to the library of the physician interested 


in gastro-enterology. 
R. Bop.ey Scott. 


RADIOGRAPHIC TECHNIQUE 
Atlas of Roentgenographic Positions. By V. Merrill. 
Volumes 1 and 2. (Pp. 664; fully illustrated. £7 10s.) 
London: Henry Kimpton. 


Miss Vinita Merrill has written an elaborate work—in two 
large volumes—on radiographic technique, designed as a 
practical reference book for radiographers. It will be 
found of great value in the x-ray room, since the technique 
of x-raying patients is described in minute detail. Indeed, 
the main criticism in this respect is that too many methods 
for each examination are given—an embarras de richesses 
that may confuse the less-experienced radiographer. In a 
future edition—and one will surely be called for—a division 
of these methods into two classes, standard and special, 
would increase the value of the work. 

The price will probably place this publication beyond 
the reach of most radiographers, but it is to be commended 
to hospitals for use in their x-ray departments. 


S. CocHRANE SHANKS. . 


SCHISTOSOMIASIS 
Schistosomiasis in South Central Africa. A  Clinico- 
Pathological Study. By Michael Gelfand, M.D., M.R.C.P. 
(Pp. 240; illustrated. £1 5s.) Capetown and Johannes- 
burg: Juta and Co. London: H. K. Lewis and Co. 1950. 


This book is a thesis which has justly been accepted for 
a higher medical degree. Careful editing before publica- 
tion would have reduced its length and might have increased 
its value. It is based on an extensive pathological and 
clinical experience in Salisbury, Southern Rhodesia. After 
an introductory chapter, which includes brief historical 
and biological summaries, the author considers the inci- 
dence of schistosomiasis and calls attention to the much 
more frequent finding of ova after the digestion of organs 
obtained at necropsy than from examination of excreta 
during life. 

He then discusses urinary schistosomiasis and finds that 
in Africans urinary symptoms are often absent. Sandy 
patches were the most frequent lesion. He emphasizes 
the value in diagnosis of small fragments of mucosa snipped 
from the bladder or rectum when other examinations are 
negative. Unless albumin and red cells are present in the 
urine, it is unlikely that ova will be found in that specimen. 
Vesical calculus was rare. Calcification of the bladder 
was found in 17% of adult Africans with S$. haematobium 
in the urine. Lesions of the ureters were present in about 
a third of the cases with bladder lesions. From a general 
consideration of the incidence of bladder cancer in 
Europeans and in Africans in areas infected with and free 
from schistosomiasis he suggests that there is need for 
further evidence on the causal relationship of the infesta- 
tion to the malignancy. 
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Intestinal schistosomiasis is next considered. In many 
cases no lesions are visible through the sigmoidoscope. The 
examination of rectal snips for ova is of value in diagnosis. 
From his findings schistosomiasis of rectum or colon does 
not appear to predispose to malignant disease, appendicitis, 
portal cirrhosis, or primary cancer of the liver. Chapters, 
each a short article in itself, are devoted to schistosomiasis 
of lungs, liver, pancreas, gall-bladder, brain, spinal cord, 
and female genitalia, and also to diagnostic aids. He 
regards the cercarial antigen skin test as a diagnostic aid 
which cannot replace the finding of ova. In well-developed 
infections the eosinophils in the blood were less than 4% 
in over half the cases. 

This book will be of value for the clinical and patho- 
logical material to all interested in schistosomiasis and to 
all medical practitioners over a wide area of Africa. 

C. J. HACKETT. 


STRUCTURE OF BACTERIA 


The Cytology and Life-History of Bacteria. By K. A. 
Bisset, Ph.D. (Pp. 136; illustrated. 18s. 6d.) Edinburgh: 
E. and §. Livingstone. 1950. 


The average medical bacteriologist knows little about the 
minute structure of bacteria beyond the fact that some 
possess capsules, spores, or flagella. The granules in 
diphtheria bacilli are of interest to him only as an aid 
to identification. It is to this end only that his staining 
methods are adapted, but other methods have now been 
introduced by bacterial cytologists which reveal the exist- 
ence of a cell wall, cell membrane, division into septa, 
and nuclei. It has been shown that reproduction may 
be sexual, at least in the sense that cells within a rod- 
shaped organism undergo fusion in the course of it. The 
appearances of colonies can be explained in terms of 
the structure of the cells composing them. Of these and 
other related matters this book is a simple, straight- 
forward, and authoritative account, well illustrated by line 
drawings and photographs. The author suggests that on 
a morphological basis the classification of bacteria requires 
radical alteration and simplification. 
L. P. GaRRop. 


A PAEDIATRIC SYNOPSIS 
The Compleat Pediatrician. Practical, Diagnostic, Thera- 
peutic, and Preventive Pediatrics. By Wilburt C. Davison, 
M.A., D.Sc., LL.D., M.D. Sixth edition. (Pp. 256. 
£1 18s.) Durham, N.C.: Duke University Press. London: 
Cambridge University Press. 1949. 


For those who do not know The Compleat Pediatrician by 


Professor W. C. Davison, now appearing in a sixth edition, 
it is necessary to explain that this is a remarkable reference 


book resembling, as the author remarks, a telephone took © 


or a mail-order catalogue. It began as a notebook of easily 
forgotten facts and methods during a vintage period at the 
Johns Hopkins Hospital and it now is based upon nearly 
20,000 authoritative articles. Essentially this is a skilfully 
cross-referenced synopsis. A typical entry describes the 
disease, lists the causes, and then summarizes laboratory 
investigations, treatment, prognosis, and prevention. It is 
necessarily dogmatic, although its very completeness tends 
to eliminate any personal prejudices. Many who have at 
first recoiled from such a volume have come to use it fre- 
quently. Casting for a fish is always rewarded (provided 
the index and the other devices are intelligently used), but 
any resemblance to Izaak Walton’s classic is limited to 
one-third of the title. 


ALAN MONCRIEFF. 


BOOKS RECEIVED 


Review is not precluded by notice here of books recently received 


rg: iphic Atlas of Skeletal Development of the Hand and Wrist. 
. W. Greulich, M.A., Ph.D., and S. I. Pyle, M.S. (Pp. 190. 
She) London: Geoffrey Cumberlege. 1950. 


A Pocket Obstetrics. By A. C..H. Bell, M.B., B.S., F.R.CS., 
F.R.C.O.G. 2nd ed. (Pp. 156. 7s. 6d.) London: J. and A. 
Churchill. 1950. 


Recent Advances in  Saneaentiins By J. M. Robson, M.D., 
D.Sc., F.R.S.Ed., and C. A. Keele, M.D., FRCP. (Pp. 418. 24s.) 
London: J. and A. Churchill. 1950. 


Disorders of the Blood. By Sir Lionel Whitby, C.V.O., M.C. 
M.A., M.D., F.R.C.P., D.P.H., and C. J. C. Brition. M.D. 6th ed. 
(Pp. 759. 42s.) London: J. and A. Churchill. 1950, 


Autobiography of a Yogi. By P. Yogananda. (Pp. 403. 2is.) 
London: Rider. 1950. 


Handbook for the Identification of British Insects. By R. L. 
Coe and others. Vol. 9. Part 2. (Pp. 216. 20s.) London: Royal 
Entomological Society of London. 1950. 


Human Growth. By L. F. Beck, Ph.D. (Pp. 124. 6s.) London: 
Victor Gollancz. 1950. 


Dental Mechanics for Students. By J. Osborne, Ph.D., M.D.S., 
F.D.S. 3rd ed., (Pp. 400. 30s.) London: Staples Press. 1950. 


Seventy-five Vegetarian Savouries. By Ivan Baker. (Pp. 46. Is.) 
Manchester: The Vegetarian Society. 1949. 


An Introduction to Medical Photography. By J. Hunt, S.R.N., 
S.R.C.N., F.L.B.P., FRPS(Medicaly (Pp. 243. 30s.) London: 
Staples Press. 1950. 


A Medical Handbook for Athletic and Football Club Trainers. 
~ Ags D. Jarvis. (Pp. 144. 10s. 6d.) London: Faber and Faber. 


Verruca Pedis: Methods of Treatment. By P. J. Read, 
F.Ch.S. (Pp. 44. 3s. 6d.) London: The Actinic Press. 1950. 


The Proper Study of Mankind. By s. Chase. (Pp. 288. 16s.) 
London: Phoenix House. 1950. 


Hypnotism and Self-Hypnosis. By R. Slater. (Pp. 80. 5s. card- 
board cover, 7s. 6d. cloth cover.) London: Gerald Duckworth. 
1950. 


Aids to Psychiatry. By W. S. Dawson, M.A., D.M., F.R.C.P., 
F.R.A.C.P.; D.P.M. 6th ed. (Pp. 329. 6s.) London : Bailliére, 
Tindall and Cox. 1950. 


Atds to S. 
F.R.C.S.1. 
Cox. 1950. 


Sir William Macewen's Contribution to Neuro-S and its 
Sequels. By Geoffrey Jefferson, C.B.E., F.R.S., F.R (Pp. 36. 
3s. 6d.) Glasgow: Jackson. 1950. 


Atlas of Drawings for Chordate Anatomy. By S. Eddy. (Pp. 189. 
28s.) London: Chapman and Hall. New York: John Wiley, 1950. 


8th ed. 


Anatomy. By J. S. Baxter, M.D., M.Sc., 
3rd ed. (Pp. 203. 5s.) London: Bailliére, Tindall and 


The Merck Manual of Diagnosis and Therapy. 
(Pp. 1,592. $5.) New Jersey: Merck. 1950. 


Die Hauttuberkulose und ihre Therapie. By G. Riehl and 
O. Képf. (Pp. 202. M. 18.) Vienna: Wilhelm Maudrich. 1950. 


Die epidemische Kinderlahmung und thre Behandlung mit _ 
Dosen Pyramidon. By H. Deuretsbacher. Vol. 2. oP. 

M. 10.) Vienna: Wilhelm Maudrich. 1950. 

Die Gewebsmastzellen im menschlichen Knochenmark. By P. 
Bremy. (Pp. 78. M. 7.20.) Stuttgart: Georg Thieme. 1950. 


Die Funktionen der gesunden und kranken Niere. By E. 
Frey and J, Frey. (Pp. 168. M. 19.60.) Berlin: Springer. 1950. 
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The local habitation of the British Medical Association 
is London, but the meeting of its general assembly, the 
Representative Meeting, is held each year not in London 
but in different places in Britain. This is a constant 
reminder of the fact that it was in the provinces that 
the B.M.A. had its birth. There is virtue in this, and still 
more in the custom that the place of the meeting should, 
out of its medical population, provide a President for 
the coming year. Last year the Liverpool Division put 
forward the name of Professor T. P. McMurray as 
President-Elect—a fitting choice because of the great 
contributions of the Liverpool School of Medicine to 
orthopaedic surgery. After the widely regretted death 
of Professor McMurray, the Liverpool Division was 
happily able to call upon one of our most distinguished 
physicians to fill the gap thus unhappily made. Accept- 
ing this new obligation towards an Association for which 
he has already done so much, Sir Henry Cohen has 
quickly shown himself to be a worthy successor to 
many notable forerunners, and not least in the admir- 
ably phrased and thoughtful address which he delivered 
at the Adjourned Afhnual General Meeting on Tuesday 
of this week. It is printed in the opening pages of this 
issue. 

Sir Henry Cohen, in taking stock of the first 50 years 
of this century, sees Medicine subjected to two major 
influences: first, the expansion of knowledge and techni- 
cal skills in the basic sciences ; secondly, the evolution 
of ideas of social responsibility. There is a certain 
paradox in Sir Henry’s view that the latter was coinci- 


dent with the “all-but ” engulfing of the humanism of . 


medicine by discoveries in science. The increasing 
application of techniques in Medicine accelerated the 
growth of specialism, with its appeal to those unfor- 
tunate enough to possess what Sir Henry calls the 
“ penny-in-the-slot type of mind.” This has to some 
extent led to a neglect by doctors of the patient as a 
whole person. Too often the patient has been looked 
upon as a parcel of the results of special investigation, 
and in this strange and unnatural metamorphosis has 
been so presented to the student. But for the doctor 
as for the poet the proper study of mankind is 
man, and the medical mind, distracted from its holistic 
approach to the individual, has, by way of compensa- 


tion, sought a wider synthesis in a study of the impact 
of the environment on the individual and of the effect 
of individuals upon each other. This has found its 
expression in the somewhat ill-defined concept of 
“social medicine,” more succinctly described by Cam- 
bridge as human oecology. It is possible to see in 
Sir Henry’s approach to his theme a protest against the 
replacement of the consultant by the specialist. The 
posterior triangle of the neck and the mediastinum 
seem, indeed, to be the only parts of the body which 
have not as yet a corps of specialists devoted to them. 
But just as the hand lens has had to make way for 
the electron microscope, so too has the general physi- 
cian to yield in part to the specialist. It would be 
foolish to ignore the benefits and discoveries of 
specialism. The danger lies in the slavish use of 
the instrument and the neglect of method. The more’ 
the doctor allows “special investigations” to come, 
between him and the clinical examination of the patient 
the more will he cease to be a practical exponent of 
his craft. What is needed in Medicine to-day is a 
return of the general consultant, to adjust the balance 
against the atomization of medical practice into an 
ever-increasing series of small specialties. 

One effect of specialization is that it has become 
difficult for anyone to be appointed to the staff of a 
teaching hospital unless he has devoted himself to the 
study of one of the “-ologies.” It is not surprising, 
therefore, to hear the complaint of examiners that 
students at their final examination will display the 
latest knowledge of electrocardiography but be unable 
to make a clinical diagnosis of mitral stenosis. It is 
in the teaching hospitals that the influence of the 
general consultant is most needed and now least mani- 
fest. Sir Henry Cohen has been chairman of two 
B.M.A. committees whose published reports on medi- 
cal education have come as an inspiration to those who 
have read them. As he says in his presidential address: 
“Medical research, practice, and education are closely 
interrelated.” And he summarizes the aims of student 
education in this memorable sentence: “ The student 
is to be trained in reading the map of medicine, but the 
scale should be three miles and not three yards to the 
inch.” It is significant that after surveying some of the 
outstanding results of 50 eventful years of medical pro- 
gress Sir Henry should concentrate his attention on 
medical education. It has not kept pace with medical 
research and practice. Medical research has caused a 
revolution in medical practice, but there has been no 
corresponding revolution in medical education. Here, 
if anywhere, is the need for experiment, for innovation 
—and for the teacher who can inspire his students with 
something other than the mere aim of passing the next 
examination. Sir Henry applies to the teaching of medi- 
cine the observations made in 1907 by Asquith on the 
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teaching of history: “The mind of the student . . . is 
indeed in danger . . . of becoming a kind of pan- 
technicon, in which every sort of furniture is heaped 
and packed together, instead of being a habitable home 
where things useful and beautiful are arranged in their 
proper places, and in due relation to their special pur- 
poses.” Medical students should be taught to observe 
and to think; too often they are encouraged to do 
neither. 


Sir Henry Cohen has avowedly eschewed medical 


politics in his presidential address. But in referring to 
the influence on Medicine of the growing awareness 
of social responsibility he puts this question: “Is it 
then surprising that, since the practice of medicine 
reflects the social philosophy of its time, there should 
have grown with the years an increasing demand for 
social security which culminated in that National Health 
Service Act which will influence, for good or evil, all 
our lives, be we doctors or patients?” It is indeed 
necessary to see the National Health Service in the 
perspective of the social evolution of the past hundred 
and more years. Sir Henry sounds the one warning 
note that is needed when he says that in the Service 
“there is a real, and . . . increasing, danger of rigidity 
and inflexibility... .” But, as his presidential address 
shows, we have men in our profession whose power of 
intellect and force of character are the safeguards against 
this. Under his presidency the B.M.A. may, during 
the coming year, face the problems it has to tackle with 
confidence that it will be helped by someone who will 
bring to bear on them a mind that is constructive 
and fully possessed of the highest ideals of an ancient 
profession. 


STUDIES ON STREPTOMYCIN THERAPY 


The body is not a test-tube, and, though the laboratory’s 
aid is essential in assessing the action of antibiotics, the 
results of laboratory tests in relatively simplified con- 
ditions should not be applied too rigidly to disease. 
Jensen,’ for instance, has pointed out how the tissues 
may influence the action of streptomycin in tuberculosis. 
For some years he and his colleagues have been study- 
ing tuberculosis in guinea-pigs infected by inhalation of 
bacilli, and they have now applied this technique to the 
study of the action of streptomycin. A number of 
guinea-pigs were infected in this way and a group of 
them was treated with streptomycin. Two treated and 
two control animals were killed at intervals and counts 
were made of the numbers of tubercle bacilli in the 
tissues (such quantitative studies have proved difficult 
in the past,’ and it is unfortunate that no details of 


. technique are given in this paper). It was found that up 


to the thirteenth day after infection the bacilli seemed to 
be multiplying at the same rate in the treated and in the 


control groups. This corresponded to the pre-allergic 
phase. After the thirteenth day, when the animals had 
become allergic, the counts continued to rise in the con- 
trol group, but in the treated group the number remained 
steady for a few days and then fell. In some animals 
treatment was stopped after six weeks. For 28-38 days 
after this there was little change in the counts ; then the 
bacilli began to multiply rapidly. 

In the pre-allergic phase mononuclear cells crowded 
with tubercle bacilli were found on histological exami- 
nation in both treated and control groups. At the 
beginning of the allergic phase nodules appeared in the 
lungs of the control animals, with extensive inflamma- 
tory changes around numerous tubercle bacilli scattered 
throughout the nodules. Similar changes were noted in 
the treated animals, except that the tubercle bacilli were 
confined to a few large mononuclear cells in the centre 
of the nodules. A little later abscesses appeared in the 
centre of the nodules in the controls, and innumerable 
tubercle bacilli were seen. In the treated animals a few 
leucocytes were seen but no abscess formation, and 
there was great destruction of tubercle bacilli. Jensen 


‘ points out that at the time when the animals became 


allergic there were as many tubercle bacilli in the treated 
as in the control animals, but that the histological 
changes differed: those in the treated guinea-pigs 
resembled the reactions to infection of animals pre- 
viously immunized with B.C.G. With continued treat- 
ment the tendency was at first towards productive lesions 
and later towards regression, though even after 180 days 
occasional tubercle bacilli could still be detected. If 
treatment was stopped after six weeks little change was 
noted at first, but after three weeks or so there was 
a slight increase in the numbers of tubercle bacilli and a 
tendency to abscess formation. After this the patho- 
logical changes progressed more rapidly than the bacilli 
increased. Jensen emphasizes the divergence between 
the numbers of bacilli and the histological appear- 
ances, and he suggests that streptomycin may specifi- 
cally inhibit the formation by tubercle bacilli of a toxin 
which causes necrosis. Alternatively, streptomycin may 
have a specific anti-allergic effect: guinea-pigs under 
treatment became less sensitive to tuberculin, although 
a significant number of bacilli were still demonstrable. 

A third possibility might be suggested. Eagle* has 
shown that bacteria exposed to penicillin lose their viru- 
lence temporarily and become more susceptible to the 
defences of the host. It is reasonable to suppose that 
these temporarily attenuated organisms may act as 
powerful immunizing agents. Such an immunizing effect 
is suggested by some of the experiments of Schmidt and 


1 Acta tuberc. scand., Suppl. XX1, 1949, 42. 

2 Rich, A. R., The Pathogenesis of Tuberculosis, 1944, Springfield, p. 453. 
3 J. clin. Invest., 1949, 28, 832. 

4 J. Pharmacol., 1949, 96, 258. 

5 Barski, G., Ann. Inst. Pasteur, 1948, 74, 1. 
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his colleagues‘ with differing penicillin dosage schemes. 
Other observations of Jensen support this view. He 
found that, after allergy had developed, the histological 
appearances in the treated animals resembled those in 
animals immunized with B.C.G. and later infected 
with virulent tubercle bacilli. When immunized 
guinea-pigs so infected were treated with streptomycin 
there was much less initial multiplication of the bacilli 
than in unimmunized animals. But it may be that in 
unimmunized animals in the pre-allergic phase strepto- 
mycin fails to prevent the multiplication of tubercle 
bacilli not because the drug requires the supporting 
action of immune processes but because it does not 
reach the bacilli. Bacillary multiplication in this phase 
is intracellular, and there is some evidence from studies 
in tissue culture that streptomycin does not penetrate 
the cells, or at any rate does not affect tubercle bacilli 
within them.’ Thus in the earlier stages of streptomycin 
treatment the differences between the bacillary counts 
in the animals immunized with B.C.G. and in those 
unimmunized would be due solely to the immune pro- 
cesses in the former ; the inhibitory action of strepto- 
mycin would become apparent only when the bacilli 
had burst out of the cells. These experiments are an 
indication of the complexity of chemotherapy in 
tuberculosis. 


SYRINGE STERILITY 


During the past 20 years there has been an enormous 
increase in the number of doses of drugs and other 
materials given by injection. From time to time what 
should be an aseptic injection conveys infection, which is 
usually pyogenic, but others so conveyed have been gas 
gangrene, epidemic hepatitis, and even tuberculosis. Most 
of the graver accidents on record have been due to gross 
failures in technique, but others have been attributable to 
methods of sterilization in common use ; inherent in these 
there is a slight risk, of which such accidents are examples. 
Such a method is the use of spirit, which will not in fact 
sterilize a contaminated syringe and may indeed itself con- 
tain living sporogenous bacteria. These facts led the Medi- 
cal Research Council during the war to appoint a com- 
mittee to consider methods of syringe sterilization, and 
their report! is now recognized as the authoritative guide 
in this matter, though it has not been accepted altogether 
without criticism. This has been of two kinds : most critics 
complain that the methods advocated, although ideal, are 
impracticable in some circumstances, but a commission of 
the Swiss Society of Surgery, whose conclusions were re- 
ported by Baumann,’ regard the precautions suggested as 
not stringent enough. These two opposite views may not 
perhaps cancel each other, but they suggest that the report 
is at least a reasonable compromise. 


1 The Sterilization, Use, and Care of Syringes, 1945, London. 
2 Sterilisation und Sterile Aufbewahrung von Spritzen und Hohlnadein, 1948, 


Basle. 
8 British Medical Journal, 1946, 2, 685. 


Several pages of the M.R.C. report deal with mass inocu- 
lation technique—i.e., the procedure to be followed when 
large numbers of persons are given injections of the same 
material, such as a toxoid or vaccine. There is clearly 
some risk in using the same needle and syringe for a series 
of injections, but it has usually been considered perfectly 
safe to use the same syringe if a fresh needle is fitted to it 
for each injection, and this is the method described in the 
report. Some doubt was first cast on the safety of this 
method by the observations of Hughes* in this Journal, 


‘who found red blood cells in the fluid in the nozzles of 


syringes when the needle was removed after an intra- 
muscular injection. By counting these cells after injec- 
tions made in different conditions, Hughes concluded that 
the pressure produced, especially by a rapid injection into 
contracted muscle, may force a little fluid back into the 
nozzle of the syringe. No suggestion is offered in his paper 
that any other mechanism may be concerned. That a 
syringe may be so contaminated is confirmed by the obser- 
vations, published in this issue, of Dr. R. J. Evans and 
Professor E. T. C. Spooner ; in an ingenious series of experi- 
ments they have proved that the reflux of fluid has another, 
perhaps more obvious, and certainly more inevitable, cause. 
Having first imitated the conditions of Hughes’s experi- 
ments by injecting against pressure, they eliminated this 
factor and the possible one of plunger movement and 
found that bacteria in the tip of the needle were still made 
to enter the syringe nozzle by the mere act of removing 
the needle. It is thus fairly evident that the negative pres- 
sure induced as the needle is detached causes fluid to tra- 
yerse the entire length of the lumen, which has a very small 
cubic capacity relative to the space behind it. There seems 
to be no way of avoiding this if the usual practice is fol- 
lowed, and therefore there is a risk of conveying micro- 
organisms in small numbers from the tissues of one person 
to those of another. 

It must be very uncommon for an immunizing injection 
to be made into an area of cellulitis, although this is a pos- 
sibility. It is also exceedingly unlikely that transmission of 
this kind has anything to do with post-injection polio- 
myelitis, since this virus is not found in the blood and 
tissues generally, but confined to the nervous system. On 
the other hand, the virus of infective hepatitis could well 
be so transmitted, and there are other possible risks which 
are discussed in Evans and Spooner’s paper. It is no easy 
matter to decide whether mass injection methods ought to 
be changed in view of these findings. The dangers are in 
ordinary circumstances remote, and it is tempting to take 
the view that there must be lengths beyond which doctors 
cannot be expected to go in safeguards of this kind because 
the expense and trouble are out of all proportion to the 
results achieved. This is perhaps a dangerous doctrine, but’ 
if the existing rigid safeguards in all kinds of clinical 
proceedings are contrasted with the far greater and ever- 
present dangers from infection in everyday life, of which 
the average person is oblivious, it does seem that caution 
can be carried to almost fantastic lengths. If the lesson of 
these experiments is to be applied in inoculation clinics 
two methods can be considered : one is the use of platinum 
needles, which can be flamed between one injection and the - 
next; the only other is the use of a separate syringe and 
needle for every injection made. 
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BACT. COLI AND DIARRHOEA 


There have been many reports, both in this country and 
abroad, of the isolation of certain serological types of 
Bact. coli from babies suffering from infantile and neonatal 
diarrhoea. As Drs. A. M. M. Payne and G. T. Cook men- 
tion in their paper published elsewhere in this issue, there 
is some confusion in the nomenclature of these types ; the 
serological type Bact. coli D 433 has been called Bact. coli 
neapolitanum,'? Bact. coli var. neapolitanum,’ * Bact. coli 
serological type,> Bact. coli a-type,*"’ Bact. coli B.G.T.,® 
Bact. coli D 433,°}° Bact. coli Bray,!! and Esch. coli 
O group:111 (one hundred and eleven).!? In addition a 
different serological type of Bact. coli, also associated with 
infantile diarrhoea, has been described by Giles and his 
colleagues,® Smith,’ and Holzel, Martyn, and Apter* and 
referred to as Bact. coli B or Bact. coli beta, and also by 
Kauffmann and his colleagues’? as Esch. coli O group 55. 
None of the names is entirely satisfactory. Bact. 
neapolitanum was used by Winslow and his co-workers'* 
as the name for a variety of Bact. coli identifiable by bio- 
chemical tests; this is composed of many different sero- 
logical types and should not therefore be limited to one 
serological type. The term a was used by Stamp and 
Stone!* as a name for a labile antigen sometimes present 
in certain strains of Bact. coli as well as in other entero- 
bacteria. This antigen has no relationship to the Bact. 
coli a of Giles. The term B has been used by Mushin’® 
to indicate a labile antigen found in some strains of Bact. 
coli and other enterobacteria : this is serologically distinct 
from Bact. coli B of Giles. Thus the symbols a and 
B have each been used for two unrelated antigens in Bact. 
coli. In the classification of the Bact. coli group by 
Kauffmann,'* based on the identification of the somatic 
(O), the surface (K), and the flagellar (H) antigens, Bact. 
coli D 433 has the O symbol 111 and Bact. coli B the O 
symbol 55. Even though Kauffmann’s method of classifi- 
cation may be modified in the light of increased knowledge, 
his notation could be adopted with advantage for the sake 
of international understanding and clarity. 

The papers referred to emphasize the close association, 
which is statistically significant, between infantile diarrhoea 
and Bact. coli O groups 111 and 55. This association, first 
recognized in this country, has now been noted in Sweden, 
Denmark, Holland, and the U.S.A., but the exact role 
which these types play in the causation of the disease is 
not clear. Payne reports the isolation of Bact. coli O 
group 111 on many occasions from healthy babies of a 


1 Bray, J., J. Path. Bact., 1945, 87, 239. 
2 Magnusson, J. H., Laurell, G., Frisell, E., and Werner, B., British Medical 
Journal, 1950, 1398. 
8 Bray, J., and Beavan, T. D., J. Path. Bact., 1948, 60, 395 
Holzel, y Martyn, G., and » British Medical Journal, 1949, 2, 454. 
5 Giles, C., and Sangster, 1948, 46, 1 
Smith, J., ita 1949, 24, 4s. 
7Smith, J., J. Hyg., Camb., 1949, 47, 22 
* Rogers, K Koegler, s. and Gerrard, 3., British Medical Journal, 1949, 
® Taylor, J., Powell, B. W., and Wri ibid., 1949, 2, 117. 
229 Magnusson, J. H., Laurell, G., an Erseill E., Svenska Lakartidn., 1949, 46, 


11 Beeuwkes, H., Gijsberti Hodenpijl, A. K. A., and Ten Seldam, R. E. a 
Mcandschr. Kindergeneesk., 1949, 17, 195. 
12 Kauffmann, F., in press. 
13 J, Bact., 1919, 4, 429. 
14J. Hyg Camb., ‘1944, 43, 266. 
15 Ibid. 1949, 47 "227. 
16 J. Immunol. 87,7 
17 Buddingh, G , and ‘Dodds, K., J. Pediat., 1944, 25, 105. 


18 Light, J. S., send Hodes, H. L., Amer. J. publ. Hith, 1943, 33, 1451. 
19 Med., 1949, 90, 113. 
20 Keitel, H. H. infect.’ Dis., 1950, 86, 219. 


susceptible age ; possibly a precipitating factor, or some 
property of Bact. coli that has not yet been determined, 
may be responsible for the onset of clinical disease. In 
another paper appearing in this issue Dr. J. S. Stevenson 
reports the isolation of Bact. coli O group 111 from adults 
suffering from diarrhoea in the course of other debilitating 
diseases; only one had no known contact with other 
patients. Most outbreaks of infantile diarrhoea affect only 
babies, but it may be that Bact. coli O group 111 is able 
to cause diarrhoea in the debilitated adult, or, as Stevenson 
suggests, diarrhoea of unknown origin may cause an 
organism normally present in the small bowel to be 
detected in the faeces. The belief that Bact. coli O group 
111 and O group 55 cause infantile diarrhoea at present 
rests only on epidemiological evidence; there is little 
support for the theory from other methods. Some investi- 
gators are not convinced that antibodies, ‘as shown by the 
agglutination reaction, are present in the serum of recovered 


- cases, and the technique used for the isolation of these 


organisms may not be sensitive enough to show them in 


small numbers. Several authors in the U.S.A. have referred 


to a possible virus cause of this disease,'’-?° but it is well 
to remember that it may be caused by more than one 
agent and that these may differ in this country and in 
the U.S.A. The work that has been done on infantile 
and, neonatal gastro-enteritis is most valuable, but there 
is no real proof that the cause has been found. 


HORMONAL TREATMENT OF PEPTIC ULCER 


Both gastric and duodenal ulcer are now commoner in 
males of all ages than in females. Peptic ulcer as a com- 
plication of pregnancy is very rare, and even when a 
woman with an established ulcer becomes pregnant spon- 
taneous regression generally occurs.1 The presence of fat 
in the upper intestinal tract leads to liberation of a chalone, 
enterogastrone, which inhibits gastric secretion and motility. 
Enterogastrone can be extracted from intestinal mucosa, 
while urogastrone, which has a similar action, can be 
obtained from normal human urine.? These observations 
have led to suggestions that gastroduodenal ulceration 
might be treated successfully with hormones. Salzstein 
and his colleagues* recently reported the results of an 
investigation in which 374 dogs were subjected to the 


‘Mann-Williamson operation, in which the duodenum is 
isolated and anastomosed to the ileum and the pylorus _ 


anastomosed to the jejunum, which is thus exposed to acid 
secretion. After this operation ulcers almost invariably 
form just beyond the pylorus, and in fact all untreated 
control animals in this series died of ulcer within 135 days 
of operation, few of these ulcers showing any microscopic 
evidence of healing. Of the preparations used in the 
treatment of the dogs with ulcers so induced commercial 
extract of human pregnancy urine gave the most benefit. 
Significant increase in survival time, in the proportion of 
dogs dying without ulcer, and in the incidence of ulcers 


smn D. J., Salzstein, H. C., and Farbman, A. A., Amer. J. digest. Dis., 
2 Sandweiss 2. Gastroenterology, 1945, 5, 404. 
8 Ibid., 1949, 12, 122. 
4 Mann, F. yt C. S., Ann. ‘Sue. 1923, 77, 409. 
5 Amer. J. Obstet. Gynec., 1948, 56 973. 
6 Arch. Surg., Chicago, 1948, 56, 372. 
? Gastroenterology, 1948, 11, 842. 
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with microscopic evidence of healing were observed after 
its administration. Less marked benefit was obtained from 
extracts of normal male and female urine given paren- 
terally, while extracts from the urine of patients with peptic 
ulcers had little, if any, effect. Some improvement was 
obtained with the follicle-stimulating hormone, but none 
with posterior pituitary extract, oestrone, or progesterone. 
No improvement was observed after vagotomy, and entero- 
gastrone was also without effect. It is worth noting that 
Bernstein and Friedman,® who emphasize the rarity of 
ulcers during pregnancy, have observed the complication of 
bleeding peptic ulcer during pregnancy in four patients. 
All four had been treated with progesterone to combat 
threatened abortion, and they therefore suggest caution in 
the use of this hormone in women with suspected peptic 
ulceration. 

Pollard and his colleagues* gave enterogastrone to 17 
patients with peptic ulcers, but were unable to demonstrate 
clinical improvement or alteration in fasting secretion, 
volume of HCl, pepsin concentration, or response to the 
caffeine test meal. Using an extract of pregnant mare’s 
urine Page and Heffner’ treated, over a period of 20 
months, 26 patients with chronic duodenal or jejunal ulcer 
who had previously failed to respond to a prolonged period 
of “conventional ulcer therapy” or Sippy regime. All 
other treatment was discontinued and a normal schedule 
of meals established, though intermediate feeds were still 
permitted. These authors claim that all except three 
patients improved considerably, but their period of obser- 
vation was too short to permit of definite conclusions, and 
the absence of control cases further reduces the value of 
the experiment. Some of these observations throw light 
on the physiology of the alimentary tract and its disorders, 
but as yet there is little prospect of their leading to new 
and generally applicable methods of treating peptic ulcer. 
The results obtained in experiments on dogs submitted to 
the Mann-Williamson operation are perhaps significant, 
though the lesion so caused differs from spontaneous 
human peptic ulcer in its fatality rate, in the absence of 
healing and remission, in the accompanying great nutri- 
tional disturbance, and, presumably, in its freedom from 
psychogenic aggravation. The psychosomatic changes of 
pregnancy are not confined to the endocrine system, and 
it may be too much to hope that hormone therapy can 
give the male duodenum that immunity from ulcer 
apparently developed in the female during normal 


_ pregnancy. 


IMPORTED HELMINTHIC INFECTIONS 
About 90% of the known species of human helminths are 
excluded from Britain by such factors as climate, hygiene, 
and sanitation, and by the absence of the appropriate inter- 
mediate hosts which are essential for the life cycle and 
transmission of many of these parasites. These factors do 
not of course exclude the importation of adult parasites 
into Britain by persons who have acquired them in foreign 
countries (these may be retained by their hosts for many 
years) ; rather they act as a check on the survival of the 
parasites’ offspring, which, on departing from the parental 
host, find themselves in an unfriendly environment, lacking 
either an intermediate host to nurse them through their early 
growth or a benign climate to permit their development to 


an infectious stage in the soil. Thus during and after the war 
many exotic helminths, such as bilharzia, hookworm, and 
filarial worms, were unwittingly smuggled into Britain by 
returning troops, displaced persons, or prisoners-of-war. 
The carriers of such foreign parasites are fortunately a 
menace only to themselves, not to the local community, 
for the eggs or larvae they disseminate are not immediately 
infective to man and are doomed to perish before they can 
attain infectivity and another human host. An interesting 
exception was formerly provided by the hookworm, which 
succeeded in overcoming Britain’s climatic barrier and 
established itself in Cornwall—but only by going under- 
ground in the tin mines, where the conditions of tempera- 
ture and moisture proved admirably suited for development 
and transmission of larvae. 

It is questionable whether the normal incidence of human 
infestation in Britain by such well-known species as Ascaris 
lumbricoides, Trichuris trichiura, Enterobius vermicularis, 


- and Taenia saginata would be affected by an influx of 


infected persons from abroad. Factual evidence about the 
first three species is not easily obtainable, but the possi- 
bility of increased transmission must at least be admitted. 
Many believe, however, that in post-war years infestation 
of beef with the larval stages, Cysticercus bovis, of the 
beef tapeworm (7. saginata) has been increasing in many 
parts of Britain and that this could be accounted for by 
an increase in the number of tapeworms imported from 
abroad by prisoners-of-war and others, who have contami- 
nated. pasture land and infected the cattle. There is little 
evidence of increase in the cattle-to-man part of the life 
cycle of this tapeworm. The inquiries of Seiler and 
Norval! in Edinburgh, where an upward trend in the inci- 
dence of Cysticercus bovis was observed in the abattoir 
during the period 1948 to 1949, suggest that there was no 
corresponding increase in tapeworm infection in the human 
population. On the other hand, Jepsen and Roth? record 
that in Denmark during the period 1941 to 1947 there was 
a rapid rise in the number of patients admitted to hospital 
with T. saginata infestation together with a rising incidence 
of C. bovis in the slaughterhouses. A similar survey carried 
out in British hospitals might prove equally informative. 

In a third category of imported helminthic infections are 
those which are potentially indigenous in Britain but are 
apparently non-indigenous at the present time. These are 
few in number, and the outstanding representative is the 
fish tapeworm, Diphyllobothrium latum, which is a parasite 
of temperate regions and is indigenous in parts of Ireland, 
where it was first recorded over 100 years ago. Besides 
being widely distributed elsewhere in Europe it is now 
firmly established in parts of the northern United States 
and Canada. The possibility of its establishment in this 
island is by no means remote, because of the large num- 
bers of displaced persons and foreign workers who have 
arrived in recent years; some of these have undoubtedly 
brought with them this unwelcome “fellow traveller.” 
Elsewhere in this issue Drs. J. C. Harland, J. G. Humble, 
and P. G. Mann describe the clinical and epidemiological 
aspects of this infection, and they rightly emphasize the 
need for further investigation by the public health 
authorities. 


1 Hlth Bull., Edinb., 1950, 8, 46. 
2 Proceedings of the International Veterinary Conference, London, 1949. 
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THE PROBLEM OF PSORIASIS 


BY 
R. M. B. MacKENNA, M.A., M.D., F.R.C.P. 


Physician (in charge), Dermatological 


The principal difficulty in regard to psoriasis is that we still 
do not know the cause of the malady ; therefore theories 
concerning the aetiology abound and become more 
numerous and more complex as the years pass, while 
treatment remains empirical. Nevertheless, despite this 
empiricism, treatment is not so hopeless a proposition as 
some would have us believe, although we still have to tell 
our patients that no one can guarantee that they will not 
suffer from future attacks of the eruption. 


Aetiological Factors 


The incidence is said to be higher in cold than in warm 
climates, but psoriasis has been noted in almost all races ; 
it is rare, however, in pure negroes. It is suggested that the 
reason for this geographical selectiveness is that a psoriatic 
skin requires a certain amount of exposure to sunlight for 
its full health, and that in countries where the inhabitants 
have to keep themselves muffled up for many months of 
the year the apparent incidence of the malady is higher 
than elsewhere. This, however, is not the whole story : 
during the recent war we learned that in some cases the 
climatic benefits might be nullified by environmental 
factors, and that heavy physical work in conditions of dry 
heat and much dust, with often little opportunity for ablu- 
tians, could provoke severe exacerbations. The lesson to 
be drawn from this appears to be that if a patient asks, 
“Would I be less troubled with psoriasis in a warmer 
country ?” the answer should be, “Probably, provided 
you abstain from hard physical work.” It may be noted 
here that when psoriasis relapses severely in hot countries 
the lesions tend to be very troublesome in the fiexures 
and thus lead to incapacity for work. 

It is usually agreed that psoriasis is slightly more com- 
mon in men than in women, the ratio in Europe being 
3:2. The malady tends to occur in certain families, but 
the genetic factors are little understood; for practical 
purposes, when asked about the matter of inheritance, 
Jonathan Hutchinson’s dictum is worth quotation : 
“Psoriasis does not very often affect several brothers and 
sisters, but it frequently seems to be transmitted from 
parent or grandparent. Thus it may persist through many 
generations, but still affect very few individuals.” There 
is considerable variation between the figures given by 
leading authorities concerning the familial incidence of 
psoriasis in those who demand treatment, but probably 
less than 50% can state that the malady has occurred in 
other members of their family. 

The age of onset varies considerably. Psoriasis begins 
Most often at puberty or in adolescence, but has been noted 
in infants and is not uncommon in children. It is unusual 
for a first attack to develop after the patient has reached 
the age of 45. 

Whilst the patient with psoriasis is usually robust and 
often heavy-set, in some cases the malady is associated with 
progressive arthritis deformans of the rheumatoid arthritis 
type. This arthritis may be very severe. For this reason 
dermatologists are at the moment alert concerning “ com- 
pound E,” for they feel that there may well be some factor 
of adrenal metabolism that is associated with the disease. 


Department, St. Bartholomew’s Hospital 


There is some dispute concerning the factors which, in 
susceptible persons, precipitate the attacks of psoriasis. 
Many regard the malady as a “type reaction” which 
occurs in certain predisposed skins. They consider that the 
reaction may be provoked by certain stimuli, of which two 
have received some attention—namely, absorption of toxins, 
particularly from streptococcal foci of infection, and mental 
worry and overstrain. It is worth noting here that psoriasis 
may be persistent in neurotic persons. 

Kébner’s phenomenon has attracted some attention in 
recent years, although the matter was first discussed in 
1878. Kébner was apparently the first to note that, during 
the active phase, minor types of physical injury sustained 
by unaffected skin are followed by the appearance of the 
eruption on the injured part. It is now known that the 
provoking agent can be mechanical, physical, or chemical, 
that the injury must involve the papillary layer of the skin, 
and that the phenomenon cannot be produced in the cleared 
centre of a patch of psoriasis. This matter is of practical 
importance, for, in the active phase, pressure of clothing or 
the injudicious use of a bath-brush may cause an efflores- 
cence of the lesions. Patients should be warned of this 
matter, and women should be told of the advisability 
of discarding tight belts or corsets whenever this is 
practicable. 

Kébner’s phenomenon has been invoked to explain the 
distribution of the eruption on various “ sites of election,” 
such as the anterior aspects of the knees, the posterior 
aspects of the elbows, and over the sacrum. This may well 
be disputed ; so far as the knees are concerned, the sugges- 
tion may be valid, but inter alia it should be remembered 
that the scalp is also one of the elective sites, and one has 
yet to meet the psoriasis patient who emulates one of the 
athletic feats of Father William. 


The Eruption 


At the outset one should strip the patient properly, 
and decide whether the eruption is mild, severe, or grossly 
exfoliative, and whether it is in the acute, involuting, or 
chronic stage. 

In most cases the lesions consist of circumscribed red 
areas covered with dry silvery scales; not infrequently 
each is surrounded by a narrow zone of unaffected integu- 
ment which is paler than the normal hue of the individual's 
skin. The lesions vary from a few millimetres in diameter 
to great plaques involving large areas ; sometimes, as they 
spread, their central portions become clear so that rings are 
formed. The distribution tends to be symmetrical, and the 
extensor surfaces are more affected than the flexor. Usually 
—but not invariably—the exposed areas of the hands and 
face are not involved. 

Certain difficulties in diagnosis may be noted : occa- 
sionally the eruption consists of hundreds of small puncta, 
or of small lesions that are scattered like drops on the skin ; 
if the patient bathes frequently there may be but little 
scaling. In these cases one usually discovers an aggrega- 
tion of lesions on the classical sites at the elbows and knees 
which clinches the diagnosis (Fig. 1). 
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PSORIASIS 


BRITISH 
Menricat 


Flexural 
psoriasis 
occurring as part 
of a_ typical 
attack gives rise 
to little difficulty 
in diagnosis, but 


intractable ery- 
thematous erup- 
tion develops on 
a flexural surface, 
particularly in the 
crutch, with little 
or no_ involve- 
ment of the skin 
of other areas. 
Unless the area 
has been made 
sore by rubbing 
it has a charac- 
teristic dryness 
which is suspici- 
ous. In_ these 
cases the scalp should be carefully examined, for here there 
may be some discrete scaling areas which may confirm 
one’s suspicion of psoriasis. 

Psoriasis of the scalp can often be more easily felt than 
seen : if one rubs one’s finger-tips over the head the lesions 
are firm and hard, so that one notes a sensation akin to 
that obtained from pressing the fingers across a relief 
model of a continent studded with low mountains. There 
are few occasions on which a similar sensation arises from 
touching the lesions of other maladies ; having noted the 
distribution one can then turn the hair aside and see the 
silvery scaling, which can be levelled down without any 
bleeding or oozing until the last scale of all is removed. 
The hairs grow freely through the piled-up masses, and the 
patient can be reassured if she is apprehensive about pos- 
sible loss of hair, for baldness is not a complication of 
psoriasis. 

In many cases pin-point pitting of the finger-nails— 
particularly of the third finger—can be noted, but some- 
times some or all of the nails of the hands and feet are 
severely affected (Fig. 2). Usually there are lesions else- 
where on the body, but occasionally only the nails are 
involved ; diagnosis is then very difficult, but it is worth 
remembering that, as contrasted with many other forms of 
onychia, the change is usually first noted in the distal 
portion of the nails. The affected areas lose their trans- 
lucency and polish and become white, and the distal part 
of the nail plate becomes separated from the nail bed by 


Fic. 1.—Typical plaque on the 
extensor surface of the elbow. 


‘| 


Fic. 2.—Finger-nails showing pin-point pitting; also, on the left, 
the development of another type of abnormality due to psoriasis at 
the distal third of the nail. 


occasionally an. 


a whitish granular 
mass. The process 
slowly extends up- 
wards. Eventually 
the na‘ls may be- 
come discoloured, 
eroded, and 
fractured. 


A Note on 
Symptomatology 


That the lesions 
of psoriasis do not 
itch is a well-estab- 
lished and  com- 
pletely fallacious 
aphorism. Admit- 
tedly, in most cases 
the patient does not 
suffer from _ this 
symptom, but some- 
times, _ particularly 
in the early stages 
of a widely efflorescing eruption, the itching may be severe. 
It seems probable that itching is most often a symptom in 
those cases in which the eruption develops as a reaction to 
nervous stress. 

Flexural psoriasis involving the vulva may cause pruritus. 
As already stated, this form of the malady may cause 
incapacity, particularly in hot climates, because the areas 
become sore, macerated, and sometimes infected. 

Arthropathic psoriasis usually begins with involvement 
of the joints of the terminal phalanges ; the symptomato- 
logy is the same as that of rheumatoid arthritis complicated 
by the disfigurement—and sometimes the itching—caused 
by the eruption; often the psoriasis is intractable 
(Figs. 3-5). 


Fic. 3.—Arthropathic psoriasis. 


Treatment 


Psoriasis is extremely variable in the severity and fre- 
quency of its attacks. Probably many people suffer occa- 
sionally from mild degrees of redness and scaliness on the 
knees and elbows, with some lesions in the scalp, but never 
experience a widespread attack and never seek medical 
advice ; others suffer from widespread eruptions occa- 
sionally : others, again, experience them frequently. In 
many cases the eruption may involve a twentieth of the 
body surface when at the height of its efflorescence : in 
others, nine-tenths of the surface may be covered and 
the patient be in jeopardy of developing a generalized 
exfoliative dermatitis. As already stated, treatment must 
be adjusted in accordance with the phase and severity of 
the eruption; further, there is much more in treating 
psoriasis than merely ordering appropriate dermatological 
remedies. One should always attempt to discover the 
precipitating factor of the attack, in the hope that the 
patient may be enabled to avoid relapses in the future. 
Owing to our lack of knowledge, this may be disappoint- 
ing, but always it is advisable to search for foci of sepsis 
(which may be treated when the eruption wanes, for it 
is inadvisable to deal with them during the acute phase). 
A careful discussion with the patient may reveal psycho- 
logical factors which demand the assessment of a reliable 
psychologist. 

Of the drugs which may be used for treatment, chrys- 
arobin, dithranol, tar, resorcin, salicylic acid, and ammo- 
niated mercury still hold pride of place. Arsenic is passing 
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through a phase of unpopularity, but sedatives, particularly 
phenobarbitone, are now prescribed for many cases. Ultra- 
violet, roentgen, and Grenz rays, and thorium X have their 
uses. Recently undecylenic acid taken in large doses by the 


Fic. 4.—Arthropathic psoriasis. Note spread of lesions around sites 
of election on the lumbar area and at the elbows. 


Fic. 5.—Arthropathic psoriasis. Note swelling of right hand. In 
flexures, 


the groins the eruption is affecting 


mouth has been advocated by Perlman (1949), but this 
observation has not been widely confirmed. 

For the treatment of chronic lesions on limited areas of 
the trunk and limbs there is no more satisfactory remedy 
than the unpopular chrysarobin. Advise the patient to 
rub the areas gently with ung. chrysarobin, 5%, at night : 
after the inunction let him leave a thin sthear of the oint- 
ment on each lesion, and cover it with gauze and a bandage. 
In the morning the dressing and ointment are removed, and 
the lesion left untreated through the day. Increase the 
concentration slowly to 10% or even 15% and persevere 
with treatment until affected parts are smooth and the 
surrounding skin slightly inflamed. Then soothe the areas 
with zinc or cold cream. Some are allergic to chrysarobin, 
so that treatment should be cautious at first. Warn the 
patient that the ointment permanently stains garments and 
sheets a dirty blue shade and that if any reaches his eye 
it will cause conjunctivitis, Some prefer dithranol to 
chrysarobin : usually this is employed (with the same pre- 
cautions) in an ointment of 0.5%-3% concentration, and it 
is sometimes preferable to use Halden’s emulsifying base 
instead of soft paraffin as a base. Dithranol has most of 
the disadvantages of chrysarobin, but stains less severely. 

The great error that is usually made when dealing with 
more extensive cases is that, because the patient is not ill 
in. the accepted sense of the word, he is seldom confined 
to bed. There are always scores of persons attempting to 
continue at work with widespread psoriasis—wastefully, 
ineffectively, and messily applying their remedies when 
opportunity serves—who could be relieved of much distress 
if their medical attendants would insist that they retired to 
bed. As a general rule, most persons with efflorescing 
psoriasis should be confined to bed, kept on a light diet, 
given small doses of phenobarbitone—e.g., + gr. (30 mg.) 
twice daily—and treated with mild remedies such as cala- 
mine liniment or zinc cream, each containing 3%-5% 
ichthammol. When the psoriasis reaches the chronic stage, 
or if when the patient first presents himself his eruption is 
in this stage, more active measures are pursued; then, 
under home conditions, he may be kept in bed, given seda- 
tives in mild doses, and twice daily have one of the follow- 
ing ointments well rubbed into his lesions : 

R 
Ung. picis liq. ... Sas 


Ung. hydrarg. nit. dil. . s 
Ung. acid. salicyl, ... 1 
Ung. glycerin. plumb. subacet. 
Oil of birch tar .. 30m. 
Soft paraffin ... to 1 oz. 


Ung. hydrarg. ammon. et pic. carbon. c. acid. 
salicyl. (National Formulary, 1949.) 

He should be instructed to have a daily bath, and twice a 
week should receive autohaemotherapy (5-10 ml.). Lesions 
in the scalp should be treated by washing the hair twice a 
week with spiritus saponis kalini and using the following 
ointment twice daily : 

R 


Ammoniated mercury ide 2% 
Liq. picis carbonis les 


M. 
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The majority of severe cases will respond to these 
measures within three or four weeks. Usually the only 
complication to be feared is that the lesions may extend 
and alter their character somewhat, and thus a generalized 
exfoliative dermatitis may develop ; this disaster, which is 
rare, demands admission to hospital under specialist care. 

Probably the Goeckerman regime is the most successful 
routine therapy for hospital use ; it depends chiefly on the 
photosensitizing effect of applications of tar. For the treat- 
ment of those who resolutely refuse to retire to bed, Ormsby 
and Montgomery (1948) have suggested a modification 
which may appeal to practitioners, and the reader who is 
interested should obtain the details from their textbook. 
Very briefly, a 2-4% crude tar paste is applied thickly at 
night and removed next morning with liquid paraffin. The 
patient then attends the surgery and receives an adequate 
exposure to ultra-violet rays, going on to a suitable estab- 
lishment—or to his home—and having a bath; he may 
then attend to business. The treatment has to be given 
daily for 6-8 weeks, and is reinforced by autohaemo- 
therapy, which is given twice weekly on eight occasions. 

The clamour for elegant and cosmetic-like local applica- 
tions is understandable. The formula given above for treat- 
ment of the scalp is satisfactory for application—twice 
daily—to lesions on the body and limbs, but very occa- 
sionally enough mercury may be absorbed to cause haemor- 
rhagic colitis. An alternative formula is a modification of 
ung. cocois co. of the pharmacopoeia of St. John’s Hospital 
for Diseases of the Skin : ‘ 


B 
Liq. picis carbonis ... 
Hydrarg.ammon. ... 2% 
Emulsifying wax... 3% 
Paraff. mollis flav. ... 


Ol. cocois nuciferae 
M. 


Some patients prefer to use “ paints.” Of these, a varnish 
containing thorium X is the most efficient, but as the 
thorium X depends for its action on the emission of radia- 
tions its use is a matter for special study. “Tar derma- 
ment” (Parke, Davis and Co.) or an 8% suspension of 
crude coal tar in chloroform, applied twice daily, is some- 
times satisfactory. Fox suggested a paint containing 10 parts 
of chrysarobin, the same amount of salicylic acid, 15 parts 
of ether, and 10 parts of flexible collodion. 

In the treatment of flexural psoriasis of the groins and 
adjacent parts a sitz bath made by adding an ounce of 
liq. picis carbonis to four pints of hot water, and followed 
by the application of zinc cream with 4-6% liq. picis car- 
bonis, is satisfactory in the first stages of treatment, and 
as the condition improves stronger remedies may be 
employed : chrysarobin and dithranol are usually too 
irritating to be employed on these areas. 

Psoriasis of the nails usually responds best to a com- 
bination of x-ray treatment locally and arsenic internally. 
As in other forms of psoriasis, Asiatic pill is probably the 
best method of administering the drug. (Note here that 
in all cases arsenic should be employed only in the chronic 
stage of psoriasis.) : 

When x-ray treatment is not obtainable the nails may be 
treated by applying dithranol 0.5-1% in Whitfield’s oint- 
ment twice daily ; this stains the nails, and an ointment 
consisting of equal parts of ung. acid. salicyl. and ung. 
hydrarg. ammon. dil. may be preferred. 

The treatment of arthropathic psoriasis is a matter for a 
specialist. X-ray treatment to the joints usually gives the 


most satisfactory results. 


Conclusion 


There is so much to be said about psoriasis that in writing 
this paper it has been more difficult to know what to omit 
rather than to decide what to include. I hope that those 
who have little leisure to read textbooks will find here one 
or two suggestions which will be helpful in their practices ; 
I would like to suggest to those who have a little more time 
that they should fill the many gaps in this presentation by 
reading the chapter on psoriasis in one of the larger text- 
books that are now available. But, whatever course the 
reader takes, there is one final principle concerning the 
treatment of this malady which must be emphasized ; it was 
formulated many years ago and experience confirms its 
validity : in all cases treatment should be continued until 
the last lesion disappears, for if even a few areas remain 
recurrence will ensue more rapidly than if the patient is 
encouraged to persevere until his skin regains its normal 
appearance. 

I am indebted to the photographic department of St. Bartholomew's 
Hospital and Medical College for Figs. 1, 3, 4, and 5. 
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THE CHILD AND HIS ENVIRONMENT 
MATERNITY AND CHILD WELFARE CONFERENCE 


The annual conference arranged by the National Association 
for Maternity and Child Welfare was held at Friends House, 
London, on the last three days of June. Nearly 100 local 
health authorities and 50 infant welfare services were repre- 
sented among the 700 delegates. The general subject was “ The 
Child and His Environment.” On the first day addresses were 
given on various phases of the subject ; on the second day the 
Conference broke up into six groups for separate discussions, 
and in another plenary session on the third day reports were 
presented by the leaders of the groups. 


The Influences of Heredity 


The subject of eugenics and heredity was introduced by 
Dr. FRASER Roserts, of the London School of Hygiene and 
Tropical Medicine. He said that despite the great reduction 
in the infant death rate during the last 50 years deaths from 
two causes—birth injury and congenital malformation—showed 
no diminution. Congenital malformations were not all due to 
heredity, but some of them were, and an even higher propor- 
tion were due to a combination of hereditary and environmental 
factors. As conditions improved, and life and health were 
better preserved, there remained a hard core of really intract- 
able cases largely composed of hereditary diséase or undue 
hereditary susceptibility. While much ill-health of children had 
been reduced, there was'no reason to suppose that club-foot or 
hare-lip was less common, or that mental deficiency showed 
any decline in incidence. The proportion of blind children of 
school age had been much reduced during the last 25 years, but 
whereas 25 years ago little more than one-third of the blindness 
was due to congenital and hereditary disease two-thirds of it 
was now due to such causes. — 

In a number of simple inherited diseases, each individually 
rare or very rare, general eugenic measures offered little of 
value even were it practicable to apply them, but in some cases 
the chances for further children could be worked out and 
parents told of the risks. But in many instances the advice 
given could be encouraging. The people who sought advice 
were usually conscientious folk who wanted children and had 
a good home waiting for them, and it was a pleasure to assure 
them, as one often could, that the risk was very small. Speak- 
ing generally, the trouble was not so much that people tended 
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to have too many children as that they tended to have too few. 


Social measures to encourage parenthood were not outside the 
realm of practical discussion. If the average age of the mother 
at the birth of the child were reduced by five years the inci- 
dence of mongolism would be cut to less than half, and there 
would be an appreciable reduction, even if not so striking, in 
a number of other congenital defects, such as hydrocephalus. 

Sometimes a knowledge of genetics could be of direct and 
positive assistance. The rhesus factor was a case in point. 
About one child in every 150 was born with haemolytic disease 
because it had inherited from the father an antigen not present 
in the mother. Ten years ago at least half these babies died. 
To-day, thanks to the knowledge of the genetics and serology 
of the condition, and the preparations for replacement of the 
baby’s blood by donor’s blood, the death rate had been cut 
from one-half to one-tenth. 


Pulmonary Tuberculosis 

Dr. Fraser Roberts added that under present conditions of 
life the hereditary constitution was an important factor in 
determining whether or not a person contracted pulmonary 
tuberculosis. No family history of tuberculosis, however bad, 
was a good reason for refraining from having children, though 
if the prospective parents themselves were affected it might be 
a different matter. People with a bad family history, however, 
should be discouraged from entering the tuberculosis nursing 
service. On the average it was a bad plan for a patient to be 
nursed by a sister; it was much safer for a wife to nurse her 
husband. Children likely to be susceptible for genetic reasons 
should be carefully watched. They formed one group of persons 
for whom periodical mass radiography was desirable. He 
noted that in the British Medical Journal of June 24 (p. 1487) 
Dr. W. H. Bradley had advanced the same argument for 
rheumatic fever. He believed that a considerable proportion 
of those genetically predisposed could be detected on the basis 
of family history, and that it was practicable to protect them 
from the streptococcus that initiated the disease. 

The opinion of the group which later discussed this question 
was that the majority of cases of miliary tuberculosis and 
tuberculous meningitis in infants were due to contact with 
infected relatives, usually living in the same house. It was felt 
that far too little was done to prevent such contacts, and that 
further priority should be given to infants who were awaiting 
hospital or sanatorium treatment and were in contact with 
tuberculous infection in their own homes. 


Fundamental Psychological Needs 


Dr. EMANUEL MILLER said that the psychological needs of the 
child varied with each age group. From birth to the weaning 
period the child needed conditions in which bodily and mental 
interests were inseparable. The second phase, from weaning 
to walking, required special attention to the benign acquisi- 
tion of habits. Where the mother-and-chiid relation was good 
the training would be easy. Many character peculiarities might 
grow upon too rigid and too hasty a training regime. The third 
period, up to talking, was one during which the infant saw 
persons and things as wholes, and therefore intellectual needs 
must be safeguarded. The reality and fantasy needs of the 
child must be encouraged together, so that the child could 
check its wishes against hard facts. . 

The group which considered this subject, as reported by 
Miss DINGWALL, considered that there was far too little breast- 
feeding in this country. Between 30% and 50% of infants were 
breast-fed at the beginning, and after a few months the pro- 
portion was very much smaller. One of the reasons was the 
poor propaganda for the breast and the good propaganda for 
artificial feeding. We had not adopted the American slogan, 
“Breast-fed is best fed.” ' 

Between 70% and 80% of children were born in hospitals or 
nursing-homes, in many of which there was excessive routine 
with segregation of mother and child. The child—a tightly 
wrapped up cocoon—was brought at stated intervals to the 
mother, who was instructed to feed it. This brought worry 
and discomfort for the mother, and it was not surprising that 
there was frequent failure to feed the child successfully. 


Retraining of midwives, general practitioners, and others so that 
they understood the psychological significance of feeding was 
suggested to deal with the problem. The group was glad to 
learn that at one large teaching hospital undergraduate students 
were already being trained in the needs of the healthy child, 
with special attention to the psychological side of feeding and 
the attitude of the mother both during pregnancy and after the 
child was born. It was suggested that there might be a re- 
arrangement of hospital routine so that the mother and child 
relationship was assisted from the very beginning. Training 
for motherhood should begin long before marriage. There 
was a place for such training in secondary schools, youth clubs, 
and elsewhere. The proper place for a child to be born in was 
not the hospital but, given decent housing conditions, its own 
home. Mothers of young children should not be encouraged 
to work away from home. This problem pertained to country 
districts as well as to towns, although in the country the work 
tended to be seasonal, and in the towns continuous. 


The Delinquent Child 

Mrs. DERMOT Morral, chairman of London Juvenile Courts, 
said that she found it difficult to believe that delinquency was 
a symptom of abnormality, that character was but a product of 
environment, that the terms “conflict” and “ maladjustment” 
could be substituted for “crime,” and that the criminal was a 
sick person in need of therapy. Most offences were due to 
bad training and lack of religious and moral background, and 
consequently to failure in self-control and discipline. Some- 
times the psychiatrist’s advice at the court was invaluable, and 
in a difficult case might make all the difference between failure 
and success ; but more often than not the treatment he recom- 
mended was not available, and, if it were, goodness only knew 
whether it would be successful. Quite the most important part 
of rehabilitation was to enable the child to cure himself ; true 
regeneration was from within. Probation was one of the court’s 
most potent weapons when used judiciously ; when used indis- 
criminately it was a menace. The child must be made to under- 
stand that, no matter how much help was given, the ultimate 
success could depend only on his own personal effort. If the 
child were excused by reason of his background or his physical 
defects, the result would be to fill him with self-pity instead of 
teaching him to face life in a realistic way. 

Among other speakers at the Conference were Professor 
R. S. ILtiInGwortH, of Sheffield University, who dealt with 
physical development in the first years of life; Dr. JonN 
Bow By, of the Tavistock Clinic, who discussed parental influ- 
ence, and Dr. DorotHy MAKEPEACE, of the Home Office, 
whose subject was the child in the welfare State. 

The closing address was given by Mr. CHuTER Epe, M_.P., 
the Home Secretary, who spoke of the Home Office concern 
for children who for one reason or another were not in a 
normal relationship with their environment. The right place 
for a child to grow up, he said, was in its own home. When, 
unhappily, this was not possible, the best substitute was the 
right foster home, carefully selected to suit the child. But 
some children would have to live for a time in a residential 
nursery, and individual care was nowhere more important. 
The routine of the nursery should be such that the child had 
time to experiment in doing things for himself, but those in 
charge must make sure that he had his outdoor exercise and 
proper times for sleep and rest and ate adequate meals. 

The Children Act, 1948, said Mr. Ede, was not the end of 
the story. It opened the way to developments which would 
go on for a number of years, and the Home Office, local 
authorities, and voluntary organizations were working in the 
closest collaboration to this end. 


An exhibition of x-ray, electro-medical, and other apparatus 
will be held in conjunction with the Sixth International Con- 
gress of Radiology on July 24-28 at the Royal Horticultural 
Society’s Halls, Vincent Square, London, S.W.1. The exhibi- 
tion is not open to the public, but members of the medical and 
ancillary professions may obtain tickets on sending a stamped 
addressed envelope to the Exhibition Manager, International 


‘Congress of Radiology, 32, Welbeck Street, London, W.1. 
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Some interesting investigations, especially in the fields of bio- 
chemistry and bacteriology, are recorded in the annual report 
of the governing body of the Lister Institute, of which Sir 
Henry Dale, O.M., F.R.S., is chairman. The Institute still 
accommodates the Blood Products Unit, the Blood Group 
Research Unit, and the Blood Group Reference Laboratory 
of the Medical Research Council, but the Bacterial Chemistry 
Unit has been transferred to the Council’s new establishment 
at Mill Hill, and the National Collection of Type Cultures, 
which has been housed at the Institute for 30 years, has now 
been installed at the Central Public Health Laboratory, 
Colindale. 

The Blood Products Unit continues to produce dried human 
plasma and plasma fractions for the Ministry of Health. During 
the year 18,500 bottles of plasma have been prepared and dried. 
The plasma fractions prepared and distributed amounted to 
900 ampoules of fibrinogen, 3,300 bottles of fibrin foam, 3,800 
bottles of thrombin, and 3,700 ampoules of gamma globulin. 
Half the batch of gamma globulin has been concentrated by 
drying from the frozen state in bulk, reconstituted in smaller 
volume, bottled to give 250 mg. in each ampoule, and held as 
a liquid ; the other half has been put in ampoules before dry- 
ing in the ordinary way, in quantities of 250 mg. A clinical 
trial will be made to establish a comparison in potency between 
the material held in the liquid and the dried state. This will 
be done by the Public Health Laboratory Service. 

The Blood Group Reference Laboratory selects, prepares, 
and supplies blood grouping sera of all kinds to users in Great 
Britain and abroad. It is stated that there has been a con- 
siderable increase in the number of sera examined from cases 
of suspected immunization by pregnancy and transfusion. 
Further examples of very rare types of antibody have been 
detected and the sera containing them made available for use 
in research. 


The Vaccinia Virus 


One of the studies undertaken in the bacteriological depart- 
ment of the Institute concerns the properties of vaccinia virus. 
The influence of B.A.L. (2,3-dimercaptopropanol) on the copper 
content of the tissues and on the proliferation of the virus has 
been particularly studied. Will deprivation of copper interfere 
with the proliferation of the virus? Preliminary experiments 
indicate that intramuscular injection into rabbits of the maxi- 
mum tolerated dose of B.A.L. over a period of 10 days signifi- 
cantly increases the urinary excretion and the serum content of 
copper and reduces the amount of that element in the viscera ; 
but intramuscular and intravenous injections of B.A.L. over 
this period do not significantly affect the development of lesions 
of vaccinia. On the other hand, local inunction with B.A.L. 
ointment has been found to diminish the vaccinal reaction as 
compared with lesions similarly treated with capsicum oint- 
ment and plain lanoline. Inunction with B.A.L. causes a para- 
doxical local increase in the concentration of copper in the skin, 
which is presumably bound and is not available to the virus. 
The histology of these vaccinal lesions is being studied. The 
in vitro treatment of vaccinia virus with B.A.L. reduces the 
copper content of the virus but does not diminish its infectivity 
when it is subsequently inoculated in a normal animal or in the 
“embryonated ” egg. 

Another investigation which is proceeding at the Institute 
concerns the factors influencing the survival of vaccinia virus 
under different conditions of storage, such as terimerature, type 
of suspending medium, pH, the influence of drying from the 
frozen state, and the atmosphere in which dried preparations 
are stored. 


Blood Group Lewis 


It was reported a year ago that Lewis-positive adult persons 
are “non-secretors” within the ABO classification. But a 


recent study shows that Lewis-positive persons secrete a 
specific water-soluble gene-product ; there are no non-secretors, 
and all persons secrete one or more of their blood-group factors 
in a water-soluble form. It is suggested that the Lewis genes 
and the genes of secretion probably belong to one genetical 


system. A determination of the precise differences in these 
closely related gene-products is necessary to the understanding 
of gene action, and it is hoped to make in this direction a 
useful contribution to the biochemical aspects of human 
genetics. 

The Institute is also engaged on various nutritional studies, 
including the effect of streptomycin treatment on the intestinal 
flora of tuberculous patients and on the nicotinamide status in 
man. No decisive results can so far be recorded except that 
during streptomycin administration the intestinal flora is affected 
significantly in all cases, the coliform bacteria disappearing. 


HOW AMERICA FIGHTS CANCER 
PUBLICITY AND RESEARCH 


The campaign against cancer in the United States is character- 
ized by the briskness which attaches to all American propa- 
ganda. Many years ago, when a lecturer to a British audience 
began by saying, “One in seven of you will die of cancer,” 
this approach was deprecated. The American Cancer Society, 
however, puts out such slogans as “Every three minutes a 
cancer patient dies,” and argues that it is not wrong to promote 
fear and disquiet, provided that at the same time a basis for 
action and a reason for hope are presented. 

These slogans do not appear to remain in the memory. After 
a national advertising campaign only one person in ten inter- 
viewed could recall even one slogan ; 80% were said to show 
no morbid reaction to cancer as a result of the propaganda. Of 
272 members of the American Board of Psychiatry and Neuro- 
logy only one-third believed that cancer publicity had increased 
public anxiety and only 11% that such publicity had done more 
harm than good. 

The American Cancer Society was reorganized five years ago 
to make a broad national attack on cancer. It has 28 directors- 
at-large and a similar number of directors for the various 
regions, which cover gvery State. In 1949 some 200,000 persons 
died of cancer, and 600,000 were said to be under treatment. 
A public opinion survey gave 80% of adults as declaring cancer 
to be the most dangerous disease in the country; 52% had 
known someone with cancer, and 20% had had it themselves 
or in their family. 

Since the inauguration of the Society the number of cancer 
detection centres has risen to 251 and of cancer clinics to 570; 
postgraduate and refresher courses have been established in 51 
schools. Pages of the latest report are occupied with “ high 
lights ” of the Society’s doings. New York City “continues to 
dramatize the importance of early detection and to support 
cancer research with a total of 64 individual projects under 
way.” In the State of Michigan, 337 women’s organizations 
helped to make 85,000 dressings for cancer patients. A mobile 
diagnostic unit in Kentucky visited 25 counties in mountainous 
and rural areas and saw 11,612 patients in 744 clinic sessions. 
In Iowa educational displays were given at 80 county fairs. 
Every library in the State of Colorado is being converted into 
a cancer information centre. In Louisiana a total of 12,886 
column inches of newspaper space and 40,000 dollars worth of 
radio time were purchased. In Maine five new airliners carried 
literature and speakers to the principal towns. In New Mexico 
some 350 full-blooded Indians were among the thousands 
attending a cancer film show. 

Behind all this far-ranging publicity the Society is doing a 
great deal for research. It has contributed 13 million dollars 


to a research programme which it has inspired, and which is 


being assisted also by the National Cancer Institute, the Atomic 
Energy Commission, and private philanthropic organizations. 
Scientists have been attracted into the field of cancer research 
by means of fellowships, and generous institutional grants-in- 
aid have been made. The Society claims—and not without 
reason—to have put into operation a truly national machine 
for cancer control based on short-term and long-term research, 
on education of doctors and laymen, and on service to cancer 
patients. 


Oo 


: 
ry 
Px 
| 
4 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
al 


ISH 
JOURNAL 


in these 
rstanding 
rection a 
human 


Studies, 
intestinal 
Status in 
ept that 
affected 
aring. 


aracter- 

propa- 
udience 
>ancer,” 
Society, 
nutes a 
romote 
asis for 


After 
1 inter- 
show 
ja. Of 
Neuro- 
>reased 
more 


rs ago 
ectors- 
‘arious 
ersons 
tment. 
cancer 
had 
‘selves 


>ancer 
570; 
in 51 
high 
ues to 
ipport 
under 
ations 
10bile 
inous 
sions. 
fairs. 
| into 
2,886 
th of 
ried 
exico 
sands 


ng a 
yllars 
ch is 
omic 
ions. 
arch 
s-in- 
hout 
hine 
irch, 
ncer 


JuLy 22, 1950 


REPORTS OF SOCIETIES 213 


Reports of Societies 


STREPTOMYCIN IN OTOLARYNGOLOGY 


This subject was discussed at the summer meeting of the 
Sections of Otology and Laryngology of the Royal Society 
of Medicine, held at Cardiff on July 1. 

Professor F. C. ORMEROD reviewed the additional know- 
ledge gained about tuberculosis of the upper air passages 
during the past 15 years, including its treatment recently by 
streptomycin. He said that from about 1930 onwards there 
had undoubtedly been a drop in the incidence of tuberculosis 
of the larynx and of the upper air passages. At Brompton 
Hospital in 1929 there were over 300 such cases, but in 1949 
there were only 23 new patients. Workers in other countries 
reported a similar decline. The reasons for this fall were a 
matter of conjecture: one of the main factors might be the 
better feeding of the population, especially in the younger ages ; 
and advances in thoracic surgery had played a great part. 

From 1920 down to well in the ‘forties the treatment of 
tuberculosis of the larynx had not changed very much. Reliance 
was placed on silence, the application of the galvanocautery, 
and instillation of various drugs. Injections of gold salts and 
various types of vaccines were tried without any notable effect. 
It used to be said that the expectation of life in the case of 
laryngeal tuberculosis could be measured’ in months, except 
indeed in cases which were successfully treated by collapse 
therapy of the lungs. Streptomycin was isolated in 1944, and 
from about 1947 it began to be used in cases of tuberculosis 
of the lung, and in America, where better supplies were avail- 
able, in some cases of tuberculous laryngitis. In this country 
there was difficulty in using it except for research until 1948. 
But during the last 18 months or so it had been available for 
tuberculous laryngitis, and now supplies were such that it could 
be bought in the open market, and patients could have as much 
as was necessary. 

The Americans, in their first use of it, were a little over- 
enthusiastic and gave excessive doses. British laryngologists 
had the benefit of that experience, and, when they started, gave 
safer doses, with more satisfactory results. Experience, both 
here and elsewhere, was not yet extensive, and while the litera- 
ture bristled with articles on the toxicity of streptomycin little 
was written about its good effects. Many of the cases treated 
were due to have surgical treatment, and thoracic surgeons 
now hesitated to operate unless they had the benefit of the 
“umbrelia ” of streptomycin therapy. Care had to be taken 
not to present for surgery a patient whose bacilli had become 
resistant to the effect of streptomycin. Para-aminosalicylic acid 
(P.A.S.) given concurrently guarded against this, and made it 
possible to use streptomycin in many cases where otherwise it 
would be forbidden. He had found that streptomycin in 1 g. 
daily doses had a rapid effect on dysphagia; within three or 
four days the patient lost his pain and was able to swallow quite 
comfortably. There was rapid improvement in the first three 
weeks, but it might be six weeks or three months before the 
larynx returned to normal. It was hardly ever necessary to 
give analgesics, and it was some time since he had had to inject 
alcohol. 

In the Brompton series he described some 34 completed cases. 
Eighteen of the patients had returned to normal, and 12 were 
very much improved—that is to say, the disease had ceased to 
be active, though the larynx had not returned to normal. Two 
further cases remained quiescent in the sense that the condition, 
while not improving, had not got worse. 


Toxic Effects of Streptomycin on the Vestibular Nerve 


Dr. J. A. B. THomas said that, beginning in 1947, strepto- 
mycin was given to a number of patients at Brompton Hospital. 
The patients were examined at monthly intervals, and a final 
examination was made after completion of treatment. The 
symptoms and signs of toxicity were vertigo, nystagmus, and 


changes in the caloric reactions. It was found that patients. 


receiving 2 g. streptomycin a day were four times more likely 
to become giddy than those receiving 1 g. a day. The giddiness 
continued severely in two patients who were over 45; others 
complained of vertigo after sudden movement, but this symp- 
tom usually disappeared after a few months. Nausea was less 
frequently experienced among the lower dosage group. Nystag- 
mus occurred in 14 out of 22 patients taking 2 g. a day, while 
out of 43 patients taking 1 g. a day only 7 had nystagmus. 

It was impossible to obtain a month-by-month picture of 
the changes in the caloric reaction. Some of the patients were 
very ill ; some were transferred to sanatoria, or had operations ; 
but, where possible, an estimation of the caloric response 
changes was made at the end of the third month. It appeared 
that 1 g. a day given over a long period produced definite 
vestibular disturbances, and in these cases the absence of 
response to slight caloric reaction was the earliest and most 
frequent change. None of the patients complained of loss 
of hearing, or of tinnitus, and the upper tone limits remained 
unchanged throughout the treatment. 

Discussion had centred on the site of the lesion, and whether 
there was recovery from the vestibular damage. Unsteadiness 
was only experienced by these people when walking in total 
darkness, or with the eyes shut; some of them had difficulty 
in making sudden changes of posture. The site of the damage 
was still unidentified ; the signs and symptoms were not typical 
of either a peripheral or a central lesion. Histological changes 
had been found in animals given large doses of streptomycin, 
but further pathological study of the human labyrinth was 
needed. There was some evidence of partial recovery in a few 
cases examined 18 months or more after cessation of treatment. 


‘Streptomycin in Pulmonary Tuberculosis 

Dr. J. R. BIGNALL said that patients whose bacteria developed 
resistance were the greatest potential source of spread of the 
disease. When P.A.S. was given concurrently with strepto- 
mycin it greatly increased the value of this antibiotic in the 
treatment of pulmonary tuberculosis, but resistance still 
occurred in a small proportion of cases and limited chemo- 
therapy. The toxic effects of the combined treatment could 
not be ignored, and gastro-intestinal symptoms were common. 
Vestibular disturbances, rashes, and fever occurred not infre- 
quently. Appetite was disturbed, and reduction of weight might 
continue for as long as P.A.S. was given. A less toxic and 
cheaper substitute would be welcome. 

Streptomycin was of proved value in acute broncho- 
pneumonic and miliary tuberculosis, and in tuberculosis of 
the trachea and bronchi. Chronic lesions of the lungs, how- 
ever, were little affected, and cavities seldom closed with rest 
in bed and chemotherapy alone. The use of streptomycin in 
the less severe types of pulmonary tuberculosis could be risky. 

The sulphones and thiosemicarbazones—the latter were used 
extensively on the Continent—had not yet been adequately 
investigated. At present they appeared to possess no advan- 
tage over P.A.S., were less effective than streptomycin, and it 
was possible that bacterial resistance to them might develop. 
It was doubtful whether at present their use, other than experi- 
mentally, was justified. The function of chemotherapy was not 
to treat far-advanced disease, or to prepare the patient for 
operation ; it was to eradicate the disease at the earliest stage 
at which it could be diagnosed and make present treatment 
obsolete. That goal was still very far away. 

In some general discussion Mr. GavIN YOUNG said that he 
was asked to see a patient who was suffering from a laryngeal 
condition with apparently extensive tuberculous involvement. 
It was arranged that he should have a course of streptomycin, 
and when he saw him again six or eight weeks later the condi- 
tion had cleared, and the larynx had become practically normal 
except for the thickening of one cord. He thought it advisable 
to do a biopsy, and an early carcinoma was revealed. This was 
something to be kept in mind; it presented an unhappy 
problem. 

Mr. J. F. Lipscoms gave an account of the treatment of 14 
cases of laryngeal tuberculosis with streptomycin in 1948-9. Of 
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these, 13 were improved and eventually entirely relieved of 
pain. In some cases the larynx became normal; in others 
there was thickening. One case did not respond even after 
29 g. The dosage was 1 g. a day, given as a single injection. 
The development of resistant organisms in the treatment of 
laryngeal tuberculosis was very worrying. He thought that if 
treatment could be concluded within six weeks—preferably four 
weeks—resistance was less likely to appear. 

Mr. F. C. W. Capps said he appreciated Dr. Bignall’s warn- 
ing against indiscriminate use of these potent drugs. He asked 
whether Professor Ormerod would withhold the use of the drug 
if the patient was improving by ordinary methods. In cases 
which were improved but were left with the thickening which 
had been described, could secondary infection from the upper 
respiratory tract play some part in keeping up the condition ? 
If the tuberculosis was apparently quiescent, was it permissible 
to deal with an infected tonsil or sinus ? 

Mr. A. M. Zamora said that there was a danger of being 
intimidated by the scientific work which was being done on 
toxicity. He pleaded for the laryngologist to have the full use 
of this valuable drug. 

After some further discussion by Mr. MACKENzIE Ross; 
Mr. T. BoyLe, Miss Dix, Mr. E. D. D. Davis, and others, 
Professor ORMEROD, in reply, said that the majority of 
patients of whom he had spoken were ambulatory; they 
took home a supply of streptomycin in distilled water, 
and the doctor in charge or the district nurse did the injec- 
tions. The patients did perfectly well; there was no need 
for them to be in hospital, and they came up in three weeks 
for inspection. Some did return after an interval of some 
months with signs of recurrence. So far these had been 
but few, but as the treatment was really only 18 months old 
it was too soon to say very much. The condition in which 
the lungs were left made it not impossible that the disease 
would come back and would be difficult to treat because of a 
possible minor degree of resistance. With regard to early 
diagnosis, if the idea could be inculcated, especially in the 
minds of young people, that continuous hoarseness was a 
dangerous symptom, perhaps these cases would be seen earlier. 


BRITISH NEUROLOGICAL SURGEONS 


The Society of British Neurological Surgeons held its forty-first 
meeting at Manchester on May 19 and 20, 1950, under the 
presidency of Professor Lambert Rogers. There was a large 
attendance, including visitors from the United States and several. 
European countries who contributed interesting comments to 
the discussions. These were on a variety of neurosurgical sub- 
jects: “The Late Results of Cordotomy,” by J. C. White, of 
Boston ; “Suprasellar Meningiomas,” by F. C. Grant, of 
Philadelphia ; and “The Localization of Brain Abscess by 
Electroencephalography,” by G. K. Tutton and Mrs. Whittaker. 
A notable contribution was a preliminary paper by Sir Hugh 
Cairns and Dr. Honor Smith on the use of intrathecal tuberculin 
in the treatment of tuberculous meningitis by streptomycin. 
Exhibitions of Miss Davison’s drawings of pathological 
specimens and operations, of photographs by the hospital’s 
photographic department, and of angiograms of aneurysms and 
tumours by Dr. Reid were on view in the new neurosurgical 
operating and x-ray block at the Royal Infirmary. 


NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY 


At a meeting held in Newcastle-upon-Tyne on Friday, June 2, 
1950, with the president, Mr. H. Harvey Evers, in the chair, 
Professor E. FARQUHAR Murray reported a case of von Reckling- 
hausen’s disease associated with pregnancy. Mr. FRANK E. 
STABLER then described two cases of recovery from acute 
yellow atrophy of the liver. Both of these patients had 
been very ill, and each had been treated with large doses of 


vitamins given intravenously. An intravenous cocktail consist- 
ing of normal saline 1 pint (560 ml.), glucose 10%, aneurin 
50 mg., nicotinamide 100 mg., and riboflavin 50 mg. had been 
administered. Three pints a day of this solution and one pint 
of saline alone were given. Both patients had made most 
dramatic recoveries. It was interesting to note that a shrunken 
liver could increase in size with great rapidity, and it was 
thought that in this condition individual liver cells could shrink 
and re-expand. Mr. T. G. Rosinson described an interesting 
case of extra-ovarian Brenner tumour. This was at first thought 
to be a fibroid growing from ‘the left broad ligament, but there 
was no doubt about its pathology after microscopic slides had 
been examined. The site of the tumour threw an interesting 
light on the origin and histogenesis of this condition. Mr. 
F. J. Burke read a paper describing 585 cases of vaginal 
hysterectomy. 


Nova et Vetera 


A MEDICO-HISTORICAL PILGRIMAGE 


At a recent meeting of the Scottish Society of the History 
of Medicine Professor Richard Shryock, of Baltimore, gave an 
account of the events which led to the foundation of Johns 
Hopkins University in that city. He traced the varying attitude 
towards medical education and practice in the.United States 
during the eighteenth and nineteenth centuries, emphasizing the 
conflicts between utility and culture and, later, between admini- 
stration and teaching. The difficulty of securing funds for the 
establishment of universities could not be solved until the 
captains of industry became convinced of the utility of such 
institutions. The cultural value of learning did not impress them, 
The second conflict, which still existed, arose from the fact that 
administrators ranked more highly than teachers in both salary. 
and prestige. The establishment of Johns Hopkins University 
was a brave effort to raise the cultural level and to promote 
learning for its own sake and not merely for the sake of 
material gain. 

Professor Whitfield Bell, of Philadelphia, then read a paper. 
on the life and work of John Morgan, who, after studying in 
Edinburgh and on the Continent, returned to the U.S.A. full 
of-honours in 1765 and established the first medical school in 
the University of Pennsylvania. 

The Society, whose president is Dr. Douglas Guthrie, made a 
pilgrimage to the grave of William Cullen at Kirknewton, to the 
early home of Robert Liston at Ecclesmachan, and to the Pre- 
ceptory of the Knights of St. John at Torphichen. Dr. William 
Cullen, who founded the medical school of Glasgow and later 
succeeded John Gregory as professor of medicine at Edinburgh, 
had his country residence near Kirknewton. In recent years 
his tomb was renovated by the Royal College of Physicians of 
Edinburgh. Liston, the son of the parish minister of Eccles- 
machan, attained great distinction as an anatomist and surgeon. 
While assisting John Barclay in teaching anatomy at Edinburgh 
he took part in various “ resurrectionist” activities. As the 
present minister, the Rev. R. L. Pinkerton, explained to the 
Society during the visit to the church, some evidence of his work 
came to light during structural repairs to the roof of the manse 
a few years ago. A young workman fell through some decayed 
timbers above the attic and, to his surprise and horror, found 
himself in the arms of a skeleton. He fled from the scene 
and did not stop running until he reached his home at Lin- 
lithgow. The skeleton was afterwards decently interred in the 


- churchyard. The final objective of the pilgrims was Torphichen 


Priory, now scheduled as an Ancient Monument. Although 
little of the original building remains, the crossing and transepts, 
surmounted by a bell tower, still represent the Preceptory, which 
was established im 1124 and became the chief seat of the Knights 
Hospitallers of St. John in Scotland. In 1547 the building was 
transferred into the hands of the Government by the last 


Preceptor, Sir James Sandilands, an ancestor of the present 


Lord Torphichen. 
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Correspondence 


— 


Stress and the General Adaptation Syndrome 


Sir,—May I congratulate Dr. Ff. Roberts (July 8, p. 104) on 
another of his masterly displays of the clear, logical mind in 
action? I must confess that although I have read, as they 
appeared, most of Professor Hans Selye’s articles his last effort 
(June 17, p. 1383) left me in some mental confusion. It was 
therefore with relief that I read Dr. Roberts’s letter, with its 
clear analysis of the sources of my confusion. I will not 
anticipate Professor Selye’s reply except to remark that probably 
one reason for some of the lack of clarity was the close con- 
densation of material, which has by now required a large book 
to embrace it. 

I would take this opportunity of enlarging on one of 
the points brought out in Dr. Roberts’s letter. He remarks on 
the close identity of diseases responsive to cortisone and x rays, 
and that we could not therefore rationally conclude that x rays 
produced their effects through the hypophysis. Incidentally, 
the relationship is closer than he states, for A.C.T.H. and 
cortisone do have a definite though transient action on some 
forms of malignant disease, particularly leukaemia and 
Hodgkin’s disease. To my mind the striking point is that all 
these diverse therapeutic agents in these diverse diseases are 
agents capable of diminishing cell proliferation. In a recent 
short paper in this Journal (May 20, p. 1165) I put forward 
the hypothesis, on the basis of experimental work, that 


_A.C.T.H. might produce its therapeutic effect by damping 


down mitosis in the affected tissues. Its apparently ubiquitous 
action thefefore depended on one common factor in the 
pathology of all the conditions responsive to this therapy—i.e., 
excessive cell proliferation. In putting forward this hypothesis 
I had also in mind the therapeutic ac‘ion of ionizing radiations, 
particularly of x rays, in the various skin disorders accompanied 
by excessive hyperplasia, and in the local treatment of various 
types of “rheumatic” joint. The anti-mitotic and mutagenic 
properties of x rays are their only biological actions established 
with certainty and the only basis on which at present we can 
begin to formulate a mechanism of their therapeutic action. I 
also had in mind the effective symptomatic treatment of gout 
with both colchicine and A.C.T.H. The only known biological 
effect of colchicine is in its powerful anti-mitotic action. The 
effect of anti-mitotic agents on neoplastic proliferation is not 
particularly relevant to the present argument, since excessive 
proliferation is an accepted main feature of its pathology. The 
fact that cortisone has also some inhibitory effect here does, 
however, give further support to its role as an anti-mitotic agent. 
(I would emphasize, however, that there is no present indication 
that it is of practical clinical value in this respect.) ; 

If this hypothesis can be raised to the level of a theory then 
it would alter the whole approach to the mechanism of A.C.T.H. 
and cortisone therapy in these multifarious diseases. All having 
one factor—i.e., excessive cell proliferation—in common 
respond symptomatically in varying degrees to any agents 
capable of depressing mitosis in the particular tissue or tissues 
concerned in the pathological reaction. A few such important 
agents have been mentioned, but others will no doubt spring to 
mind. For instance the therapeutic effect of coal-tar in skin 
diseases in which excessive epithelial proliferation is a feature 
probably depends on its local anti-mitotic effect. 

I write thus not primarily to air my own pet hypothesis but 
to show that the therapeutic action of the gluco-corticoids may 
depend on a mechanism far removed from and not covered by 
Professor Selye’s concept of the general adaptation syndrome. 


- This would not matter except that he has recently built up 


further support for his concept largely on the basis of the 
therapeutic effect of these cortical hormones. As far as I 
understand it the remainder of the argument derives from the 
pathological effects in rats of large doses of desoxycorticosterone 
acetate in the presence of excessive tissue sodium, findings which 
are of great interest, but in isolation could hardly be used as 
a basis for a firm aetiological approach to a great mass of 
human disease. No one can deny that the mineralo-corticoids 


may be concerned in one or all the diseases mentioned in his 
article, but I do not imagine that Professor Selye himself would 
have more than tentatively suggested this as an experimental 
approach if the dramatic effects of A.C.T.H. and 11-oxysteroid 
therapy had not been revealed. 

As Dr. Roberts states, the general adaptation syndrome is a 
bold. attempt at a monistic pathology. We in Sheffield are very 
interested in the mechanism of the general reaction to injury, 
for which we still retain the simple work “shock,” and we 
believe that a precise definition of this word will ultimately be 
possible from systematic studies of the mechanism of this 
reaction. When these early stages of the reaction to injury 
(or stress) are more fully understood. it may then be possible 
to catch a glimmer of the later stages (if any) embraced by 
Professor Selye’s hypothesis. From what we already know I 
doubt whether Professor Selye’s more recent ideas, even born 
as they are out of prodigious labours, will survive, in their 
present form, for very long. Nevertheless, his own justification 
that they will stimulate much new and fruitful work wil} 
undoubtedly be realized —I am, etc., 

Sheffield. H. N. GREEN. 


Vaccination and Inoculation Certificates 


Sir,—The writer, who has recently returned from a world 
tour, has realized, as the result of somewhat inconvenient 


personal experiences, the necessity of paying strict attention to 


the various regulations made by Eastern governments regarding 
vaccination and inoculations. 

Instructions regarding this matter are being constantly altered 
without notice, and it is time that some uniform system should 
be evolved. I understand that this is a matter to which W.H.O. 
is giving some attention. In addition to vaccination some 
governments insist on protection against yellow fever and 
typhus. Therefore it is probably safest to be protected against 
them all. As regards cholera, it should be emphasized that 
the Egyptian Government lays more stress upon this than any 
other and may, on occasions, actually segregate a person who 
is not thus protected. This inoculation must have been per- 
formed six days before landing on Egyptian territory. These 
regulations apply to passengers in transit as well as visitors to 
Egypt. On the other hand, little or no attention is°paid to 
inoculation against typhoid, but vaccination is considered to be 
of paramount importance. 

Many governments require inoculation and vaccination certifi- 
cates to be authenticated and stamped by a Government medical 
officer or medical officer of health. The reason for this is to 
ensure that the certificate has been issued by a reputable 
qualified doctor. As it is not always certain at any time which 
governments do insist upon this authentication, it is in the 
passenger’s interests for all certificates to be officially stamped. 

In view of these complications I think it advisable that the 
B.M.A. secretariat should maintain an up-to-date dossier of 
information on the requirements of all the various governments. 
They would then be in a position to advise medical practitioners 
about the instructions they should give to their patients prior 
to their departure abroad by sea or by air. 

I also suggest that some notice on the lines of my third para- 
graph should be widely distributed to all doctors for their 
information.—I am, etc., 


London, W.1. PHILIP MANSON-BaRR. 


Intravenous Morphine 


Sir,—Morphine is a drug which is usually administered for 
the rapid alleviation of pain, or because some degree of mental 
tranquillity is required. The result of the usual subcutaneous 
injection of morphine is a gamble, as the amount absorbed in 
a given time depends among other factors on the dose employed, 
the depth of subcutaneous fat, and the condition of the 
circulation. 

During the “ flying bomb” era a robust man of 40 was admitted 
to hospital under my care suffering from a severe crush injury of the 
right leg. He was given morphine $ gr. (30 mg.) subcutaneously 
before the leg could be released. About an hour later the debris 
was removed, and he was carried to an ambulance; as he was still 
moaning, another half-grain was administered. Owing to road blocks 
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and the blackout the journey to hospital (of less than a mile) took 
about an hour, and on admission he was somewhat restless and 
in obvious pain, so another half-grain of morphine was injected 
subcutaneously. When I examined him about half an hour after 
admission the primary shock was apparently subsiding, as his pulse 
and blood pressure were approximately normal, but his respirations 
were eight to the minute, and his pupils pin-point. Amputation was 
performed without the necessity of an anaesthetic, and the patient 
made an excellent recovery. 

In all probability the absorption of an overdose of morphine 

when the shock subsided did this patient no harm at all, but 
had he been suffering from a head or chest injury the effects 
might have been disastrous. The slow and variable absorption 
of a subcutaneous injection compares unfavourably with intra- 
venous injections, a fact which is demonstrated in the following 
case. 
I was recently asked by a practitioner to see a feeble old man with 
bronchitis and myocardial degeneration who had a few hours 
previously strangulated his right inguinal hernia. On examination 
the patient was vomiting, groaning with pain and anxiety, and the 
pulse was barely perceptible. The tense and tender hernia was the 
size of a coconut, and any attempt at manipulation caused further 
distress and resentment. Obviously he was in no condition to stand 
a journey to hospital, and still less was he fit for an operation. An 
intravenous dose of a quarter of a grain of morphine was 
administered, and within five minutes the patient was comparatively 
quiet and co-operative and his musculature was relaxed. A deter- 
mined attempt at taxis was successful, and a welcome gurgle indicated 
reduction of the bowel. Recovery was uneventful. 

Morphine is a potent drug, and its effects should be con- 
trolled as far as possible. Intravenous injection guarantees 
rapidity of effect, which is commensurate with the condition of 
the patient and the dose administered. It is therefore urged 
that the controllable intravenous administration should be used, 
wherever possible, in preference to the usual problematical 
subcutaneous injection.—I am, etc., 


London, W.1. 


D-tubocurarine Salts and Derivatives 


Sir,—Your annotation (June 3, p. 1309) pointed out that the 
dimethyl ether of p-tubocurarine iodide has some slight advan- 
tages over the parent phenolic alkaloid when used to produce 
muscular relaxation. The paper by Dr. H. O. J. Collier and 
Mr. R. A. Hall in the same issue (p. 1293) contains some 
significant facts which appear to have been overlooked in your 
discussion. 
The potency of the dimethyl ether is the problem. It is 
commonly expressed in terms of the potency of the better- 
known p-tubocurarine chloride. That the ratio: 
potency of dimethyl ether salt 
potency of p-tubocurarine salt 
varies greatly from species to species is*not surprising, as the 
two substances are of different structures, albeit closely related. 
The ratio also varies within one species when different methods 
of testing are used to determine potency—e.g., Collier and his 
colleagues (1948) give the ratio, determined by abolition of the 
righting reflex in the rat, as 4, whereas they found it to be 2.4 
when determined by toxicity. Of more significance, however, 
is the fact that the ratio appears to vary within species even 
with the same type of test. The following are examples of the 
ratio determined by estimation of LD 50 values in the rat by 
intravenous and intraperitoneal injection: 

I.V. Collier et al. (1948) 

I.V. Glock et al. (1948) 

I.P. Marsh et al. (1948) ae ee “7 

I.V. Swanson eft al. (1949) .. 

The ratio given by Glock and her sanatiieas was determined 
by intravenous injection in small rats of 50-100 g. weight: the 
actual figure obtained was 2.91 with p95 limits of 2.57-3.29. In 
large rats of approximately 400 g. we obtained a ratio of 
4.68 (p95 limits 3.20-6.85). The last ratio quoted above had 
p95 limits of 3.72-5.08. Unfortunately we did not note the 
weights of the rats used in this experiment, for at that time 
we were not aware of the significant difference which exists 
between the toxicity of both p-tubocurarine and its dimethyl 


R. J. McNert Love. 


ether in large and small rats, but we are fairly confident that 
they were on the large side. 

The ratio given by Marsh and his colleagues is obviously 
about twice any of the others. Of course the rats used by 
different investigators may have been of different sensitivity to 
the drugs, but it is unlikely that those who got results of the 
same order—i.e., ratio of 2-4—used the same strain of rats, 
It is improbable that the difference is due to variation in absorp- 
tion, because our results were almost the same whether we used 
the I.V. or I.P. routes of injection (when the rats were of the 
same size). The more ominous explanation is that the materials 
used by different investigators may not be the same substance. 

In this connexion it may be of value to record a finding 
made here some years ago. A sample of material reputed to be 
D-tubocurarine-O-O-dimethyl ether iodide, made by Dr. Dewing, 
when examined on the isolated rat diaphragm proved to be 
slightly more than twice as potent as other samples. Chemical 
and physical analyses failed to distinguish this extra-potent 
sample. It was prepared by methylating the crude mother 
liquors, and not in the more usual way of treating crystalline 
D-tubocurarine chloride. 

The molecule of p-tubocurarine (or its dimethyl ether) is 
large. It consists of two benzyltetrahydroisoquinoline moieties 
joined by two ether links. There are two asymmetric carbon 
atoms, of which one is dextro- and the other laevo-rotatory. 
These two centres of asymmetry permit the existence of four 
optical isomers—viz., D- and L-tubocurarine and the metho-salts 
of D- and L-bebeerine (or, synonymously, p- and L-curine). It 
is, however, possible to construct more than four forms of this 
molecule using Fisher-Hirschfelder-Taylor atom models. For 
each of the four enantiomorphs there are at least two forms, 
since the bonds of the ether oxygen atoms can occupy different 
spatial positions and so alter the shape of the molecule. These 
variations would be difficult to detect by ordinary chemical and 
physical means. 

It is imperative that the utmost caution should be 
exercised when using a derivative of p-tubocurarine like 
the dimethyl ether because (1) slight alterations in the 
structure of this complicated molecule may have profound 
effects on its biological activity ; (2) the ratio of potency of any 
two derivatives is not necessarily the same for all species ; and 
(3) even in the same species and by the same test the reported 
activity of the (?) dimethyl ether derivative of p-tubocurarine 
shows wide variation.—We are, etc., 

The Wellcome Research Laboratories, G. A. Mocey. 

Beckenham, Kent. J. W. TREVAN. 
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Domiciliary Care of Premature Babies 


Sir,—In recent years much stress has been placed on the care 
of premature babies, particularly since it has been realized that 
deaths among these infants are a major factor in the total 
infant mortality. Great emphasis has been placed rightly on 
the provision of specialized premature-baby units in hospitals. 
There are, however, circumstances when a premature baby has 
to be nursed at home, primarily due to the limited hospital 
accommodation available. The facilities provided "by county 
borough and county councils for domiciliary care have varied 
considerably, and it is probably true to say that county councils 
with widely scattered populations have experienced the greatest 


difficulty in providing additional care for these babies. 


_It may therefore be of interest to county councils to outline 
the scheme introduced by Glamorzanshire. The problem has 
been approached from two aspe«'s: (1) provision of specially 
trained midwives ; and (2) provisicn of additional equipment. 
In the training of staff the county council is greatly indebted to 
the Sorrento premature baby unit at Birmingham, where 
arrangements have been made for midwives to receive instruc- 
tion during a month’s residence at this unit. 

Following very considerable discussion, the special equipment 
provided is of the simplest type <nd is enclosed in what appears 
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to be a suitcase (24 in. by 12 in. by 6 in.), but which unfolds 
to become a draught-proof cot. The cot is reinforced by thin 
metal sheets and has a washable lining. The contents are as 
follows : 

1 sorbo mattress 2 mucus catheters 

3 wool cot-blankets 1 Jacques catheter with gradu- 

3 rubber hot-water bottles ated pipette for feeding 

8 oz. of white lint 8 oz. of olive oil 

2 measures for dried milk 3 thermometers (cot, rectal, 


1 liquid measure room) 
8 oz. of cotton-wool 6 face-masks 
1 Belcroy feeder 


It is not suggested that this affords a comprehensive list of 
requirements for the nursing of a premature baby, but it does 
form a nucleus of essentials, and, what is of considerable 
importance in a-wide area, it is very easily transportable. It 
may in fact be regarded largely as first-aid equipment, sufficient 
to care for a baby who has arrived before the normal prepara- 
tions have been made. 

Having available specially trained staff and having provided 
additional equipment, there still remained administrative diffi- 
culties in putting the scheme into operation. It was not 
considered feasible that a midwife should be concerned only 
with premature babies, so it was decided that she should retain 
a small “normal” midwifery practice, but in addition she 
would be responsible for the premature births for a wider area 
within a radius of approximately ten miles from her centre. 

When a premature baby is born the attending midwife calls 
in a colleague who has had the specialized training and who 
also holds the premature baby outfit. Thereafter the specially 
trained midwife takes complete charge of the case, mother and 
baby, under, of course, the direction of the general practitioner 
whose aid must, by regulation, be sought in the case of a 
premature birth. Whenever feasible the specially trained 
midwife is called in to carry out the delivery. 

A premature baby requires the attendance of the midwife for 
longer than the usual 14 days—the duration being decided upon 
by the progress of the infant, and not by its age or weight. 
Health visitors are encouraged to pay periodic visits to such 
infants, and in any case their first visit is not delayed until the 
midwife has completed her period of responsibility. 

In practice the scheme works. Midwives have been most 
ready to work as a team and have suppressed their natural 
desire to nurse the premature babies occurring in their own 
districts. It is to be hoped that in the not too distant future 
all midwives will receive instruction in the modern methods of 
care of the premature baby, either in their basic training or in 
postgraduate courses. 

It would be difficult to obtain statistical evidence of the value 
of the scheme in the reduction of infant mortality, but if in the 
County of Glamorgan one child is saved each year then it can 
be regarded as a success. 

My thanks are due to Ferris and Co., Ltd., Bristol, for their 
co-operation in the making of the outfit, and also to Dr. W. E. 
Thomas, County Medical Officer, for permission to publish this 
account. 

—I am, etc., 
Cardiff. R. T. BEVAN. 


Carcinoma of the Stomach 


Sir,—I was very interested by Mr. H. C. Edwards’s paper on 
carcinoma of the stomach (April 29, p. 973). In a very general 
manner most of his conclusions are in agreement with our find- 
ings published in 1939. In our book there is to be found a 
detailed study of the many aspects of the fascinating problem 
that constitutes on one hand the well-established and rather 
advanced case of gastric cancer, with its peculiar evolution, 
sometimes rapid and silent and at others noisy and slow, and 
on the other hand the initial stages of the disease—i.e., 
ulceriform cancer, transformed ulcer, gastritis and cancer, etc. 
Exceptional types described as muco-erosive cancers with slow 
evolution are worthy of note. In this type the malignancy 
remains localized in the mucosa, spreading very slowly super- 
ficially but not in depth, comparable in some ways to the rodent 
ulcer of the face. 


Mr. Edwards’s Case 3 (Plate, Fig. 1b)—“‘ The earliest carcinoma 
of the stomach that he has ever seen ”—although sufficiently 
recent, appears advanced in comparison with many of our early 
cases diagnosed as cancers pre-operatively. Although it is diffi- 
cult to be affirmative from only a low-power magnification, it 
appears that in this case the muscular layer is already involved 
by madignancy. I am frankly in disagreement with his statement 
that the differential diagnosis between a benign and a malig- 
nant ulcer of the pyloric antrum is pre-operatively impossible. 
The diagnosis rests, as is developed in our publications, on 
perfect radiographs taken at regular intervals combined with the 
clinical symptomatology. A great degree of suspicion is already 
given in the first series of radiographs by the radiological signs 
we have described. At the second series, taken after a three- 
or four-weeks interval, the suspicion generally becomes a 
certainty. If necessary a third series is taken. A pathognomic 
sign of malignancy is, in our opinion, the disappearance of the 
clinical symptoms with the persistence or increase of the radio- 
logical signs. Had there been radiographs taken at more fre- 
quent intervals in Mr. Edwards’s Cases 4, 6, 7, and 8, it is 
possible that they would have been diagnosed earlier on. I am 
of the impression that gastric cancer from its start has a rather 
slow evolution, or at least many forms of it have. 

Mr. Edwards is to be congratulated for the stand he makes 
regarding radical excision for those cases considered inoperable 
by others. If the operation is not performed the patient has 
nothing to gain but a few more months of misery. Taking 
into account the recent advances in abdominal surgery, every 
hope for a long and useful life is permissible. No one suffers 
except the surgical statistics, and the advanced cases of gastric 
cancer should be included in a different group. I hope that 
Mr. Edwards will forgive my criticisms, as they come from my 
deep interest in the subject—I am, etc., 


Limassol, Cyprus. J. PERISTIANY. 
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Hodgkin’s Disease and Pregnancy 
Sir,—We were interested to read the correspondence on 
Hodgkin’s disease of pregnancy (May 13, p. 1142; June 3, 
p. 1322; July 1, p. 47) and would like to quote the following 
case. 


In April, 1949, one of us (J. R. H.) saw a European woman of 25 
years who gave a history of nine weeks’ amenorrhoea. Pregnancy 
was diagnosed on examination. It was also noticed that the second 
and third ribs bulged parasternally, and this area was dull to per- 
cussion. The right external jugular vein was filled. Three rubbery 
glands were felt in the right posterior triangle. The liver edge was 
palpable, but the spleen was not felt. 

She gave a history of having enlarged cervical glands for two 
years; one of these glands had been taken for biopsy in Europe 
(result not known). She also said that there had been a shadow in 
the upper part of the right lung, on x-ray examination. An x-ray 
film of her chest in April showed a large mediastinal mass. Her 
blood count was as follows: Hb, 88%; R.B.C., 4.3 million 
per c.mm.; W.B.C., 5,800 per c.mm. (polymorphs 60%, lymphocytes 
34%, eosinophils 2%, monocytes 4%). 

A clinical diagnosis of Hodgkin’s disease was made. In view of 
the fact that she had been married only three months and that both 
she and her husband wanted a child, it was decided to allow the 
pregnancy to continue. During the course of her pregnancy she 
developed several brown patches on her right upper arm and right 
knee. The patches were sharply demarcated, not raised or infiltrated 
or scaling. They did not disappear on pressure. They were more 
or less circular in shape and varied in size from } in. to 1 in. in 
diameter (1.3 to 2.5 cm.). 

On August 23 she developed severe pain in the back in the region 
of the 2nd to 4th ribs posteriorly and down the outside of the 
right arm. On examination the right biceps reflex was diminished and 
there was a slight hypoalgesia of the fourth and fifth fingers. It 
was decided to attempt relief by irradiating the mediastinal mass. 
The treatment was undertaken by one of us (J. W. W.). After one 
week’s irradiation the pain had completely disappeared, although 
observation of the mediastinal mass then and during the following 
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See aout little alteration in size. The mass on screening did 
not appear to encroach on the brachial plexus. 

The remainder of the pregnancy was uneventful except that she 
remained at the same weight the whole time. Three weeks before 
term she had a sliglit loss of blood per vaginam, which did not recur. 
At term she was delivered normally of an 8 Ib. (3.6 kg.) male child, 
: which was weaned from the breast and is now eight months old, 
weighing 18 Ib. (8.2 kg.). 

After delivery a large mass of glands appeared on the left side of 
the neck, rapidly increasing in size. During February and March, 
1950, a further course of treatment was given to the mediastinal 
mass .and to the cervical glands. The latter regressed completely, 
but again there was little observable effect in the mediastinal mass. 
At the beginning of June, 1950, the pain in the right arm reappeared 
and a small freely movable gland became palpable on the right side 
of the neck anteriorly. This is at the moment being irradiated. The 
mediastinal mass is apparently unchanged. No glands are palpable 
apart from the small one in the right cervical region. 


Two interesting points which this case illustrates are: first, 
the fact that pregnancy in Hodgkin’s disease is usually associated 
with mediastinal involvement ; secondly, that during the whole 
of the pregnancy no exacerbation of symptoms occurred.—We 


are, etc., J. R. Harries. 
Singapore. J. W. WINCHESTER. 
Norms of Cerebrospinal Fluid 


Sin,—The paper by Mr. W. R. Henderson and Dr. C. G. de 
Gutiérrez-Mahoney on cerebrospinal fluid in 302 cases of intra- 
cranial tumour, abscess, and subdural haematoma (June 24, 
p. 1461) is interesting in many points. The authors emphasize 
quite rightly that a pathological cerebrospinal fluid may be only 
“ characteristic” of a tumour, etc., without being “ specific,” 
but emphasize that an examination of the fluid as a preliminary 
investigation has nevertheless its value, in order to confirm or 
exclude a possible organic disorder of the nervous system. This 
is a very important point indeed, but I find it rather difficult 
to agree to their statement that the total protein content of a 
cerebrospinal fluid may be as high as 60 mg. per 100 ml. 
According to Mestrezat (1912), one of the pioneers in the field 
of research on the cerebrospinal fluid, the upper limit of total 
protein is usually 25 mg. per 100 ml., and only in very excep- 
tional circumstances it may be 30 mg. (but one wonders whether 
the three persons quoted by him as such exceptions were 
“normal”). Hewitt (1927) thinks that the normal protein con- 
tent is about 23 mg. per 100 ml. Lange (1939) and Neel (1939) 
assume that 25 mg. per 100 ml. is the upper limit, and my own 
experience agrees with these figures. If one accepts them it will 
be seen that only very few patients referred to in Table I by 
Henderson and Gutiérrez-Mahoney had normal cerebrospinal 
fluids. 

It may be worth while to mention on this occasion that the 
cell content of a normal cerebrospinal fluid is one in 3 c.mm. 
. (Neel), three in 3 c.mm. (Lange). I find that four cells in 3 c.mm. 
is the upper limit of the norm. Such a low “normality ” for 
total protein and cells is possibly too rigid a measure for the 
neurologist ; for the psychiatrist it is a necessity —I am, etc., 


Shenley, near St. Albans. H. H. FLEISCHHACKER. 
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Premedication for Gastroscopy 

Smr,—The ideal preparation for gastroscopy is a matter about 
which there are many opinions. For a long time I was in the 
habit of using morphine 1/6 gr. (11 mg.) one and a half hours 
before gastroscopy, but for the last 130 cases I have used 
pethidine 100 mg. with scopolamine 1/150 gr. (0.4 mg.) intra- 
muscularly. (In either case a tablet of “decicain” 50 mg. is 
given under the tongue half an hour before gastroscopy.) 


I have found this latter method of premedication preferable 


to any other so far tried inasmuch as it produces sufficient 
sedation and relaxation to make instrumentation generally easy 
without depriving the patient of the ability to co-operate during 


endoscopy or rendering him so drowsy afterwards that any’ 
untoward post-endoscopy symptoms might be late in appearing. 
Furthermore it is entirely suitable for out-patients, who can 
leave the hospital within three hours of gastroscopy. 

The number of patients (roughly 5%) in whom oesophageal 
spasm precludes gastroscopy is about the same in my series 
whatever method of sedation is used.—I am, etc., 

C. F. J. Cropper, 

Ministry of Pensions Hospital, Worcester. Senior Physician. | ° 

The Dumping Syndrome 

Sir—I have read with very great interest Mr. Thomas 
O’Neill’s communication (July 1, p. 15) on the “ Dumping 
Syndrome,” and I would like to endorse his remarks that the 
condition presents a serious challenge to all who practise the 
operation of partial gastrectomy. In the assessment of cases 
it is very difficult to differentiate between organic and functional 
symptoms. I think, however, that no advance can be made 
until two distinct syndromes are recognized: 

1. An early syndrome—which occurs during or immediately after a 
meal and is believed to be mechanical in origin. This rarely follows 
gastro-enterostomy but is seen in 10% to 15% of cases after 
gastrectomy. This particular variety of the syndrome may persist 
for many years and presents the major problem. 

2. A delayed syndrome—which occurs during the second or third 
hours following meals and is considered to be due to and coincident ° 
with reactive hypoglycaemia. This is less frequent than the early 
syndrome and does not present such a problem, as the condition 
tends to disappear spontaneously. Almost half the patients who 
exhibit this syndrome after gastrectomy have similar symptoms before 
operation. 

With regard to the operative procedure described by 
Mr. O'Neill, surely it is the original procedure performed by 
Hoffmeister in 1908—a valvular anastomosis with a central 
stoma ? 

Finally, “dumping” is essentially a radiological term, and 
I do not think that there is any justifiable pathological basis 
for its use to describe a clinical syndrome the cause of which 
is probably not due to any single factor.—I am, etc., 


Bristol. T. J. BUTLER. 


Obstetrical Anaesthesia 


Sir,—In regard to Dr. A. H. Morley’s letter (July 1, p. 47) 
in criticism of Professor Jeffcoate’s statement that “light 
chloroform anaesthesia has much to commend it for easy low 
forceps delivery in domiciliary practice,” may I be permitted 
a few disjointed comments? He asks, “How many expert 
anaesthetists would choose to administer chloroform for any 
operative procedure during labour?” My comment would be 
that I have administered chloroform in all minor and major 
operative procedures in labour conducted by myself, all in the 
left lateral position—and a goodly number to wit—and the 
results show not one single case of primary cardiac failure in the 
whole series. One case collapsed following a difficult delivery 
due to the use of pituitary extract, and this was in 1926. 

What are the criteria for care in chloroform anaesthesia ? 
Training in the use of the drug, appreciation of any dangers 
which might occur, and correct treatment when you are 
unfortunate enough to meet misfortune. What is the alternative 
to chloroform in the case of the usual domiciliary midwifery 
where a fire is burning—the fire not only for heating the room 
—and the practitioner single-handed? Are patients in better 
condition after ether, can it be used with an open fire, and is 
it easy to administer single-handed and still conduct a difficult 
delivery ? Trichlorethylene might take its place, but how shall 
we obtain relaxation, which is surely a necessity if the labour 
is really difficult and we are to do as little damage as possible ? 
N,O has the same objection, while thiopentone is surely contra- 
indicated in this type of work if for only one reason alone—the 
ease of vomiting occurring with thiopentone, with no warning 
in patients strongly addicted to this process. 

I would commend Dr. Morley’s positioning in domiciliary 
midwifery, particularly in general anaesthesia, as sound and 
proved by experience. In regard to chloroform in these same 
conditions, has it not also passed the test of time? It is 


‘ 
— 
4 
: 
AB, ‘ 
Be 
| 
3 
Hewitt, L. F. 
Lange, C. (19 
Mestrezat, W 
aoe Neel, A. V. (1939), The Contents o 
spinal . Levin and M 
Sis 


DURNAL 


hat any 
pearing, 
vho can 


yphageal 
series 


)PPER, 


Thomas 
lumping 
that the 
tise the 
cases 
ictional 
e made 


y after a 

follows 
after 
persist 


or third 


incident ° 


early 
yndition 
its who 
before 


ed by 
ned by 
central 


Juty 22, 1950 


CORRESPONDENCE | 219 


agreed that the pregnant woman takes chloroform well, and 
having seen neither cardiac failure nor liver toxicity following 
the use of this agent in home midwifery I feel we should be 
careful before we condemn and before we can give the G.P. 
an agent which is as safe, as easy to give, or as effective. 
Perhaps Dr. Morley could suggest a simple technique which 
could replace chloroform in midwifery, and if so we would all 
be glad to hear from him.—I am, etc., 
J. G. WARNOCK, 

Middlesbrough. Senior Anaesthetist, Tees-side Group. 

Sir,—A great deal has been written of late regarding anaes- 
thesia in caesarean section, and both mother and baby have 
benefited greatly by the strides that have been made in this field. 
The advent of curare and similar muscular relaxants, with 


their reluctance to cross the placenta, have greatly decreased ~ 


the chance of depressing the infant’s respirations, by enabling 
a much lighter plane of anaesthesia to be maintained. Even 
in the occasional case where mild depression still occurs, the 
improved methods of resuscitation have greatly lessened the 
hazard. However, in all the recent literature on the subject 
we see little emphasis being placed upon the matter of speed in 
carrying out the operation, and I regard this factor as being of 
paramount importance. 

In this department, which deals with ‘most of the abnormal 
obstetrics in Herefordshire, our success as borne out by our figures 
is in my opinion mostly due to a complete understanding and team- 
work between obstetrician and anaesthetist. The patient is brought 
conscious into the theatre, a procedure which in my experience causes 
no mental disturbance whatever, provided it is not clumsily handled. 
While the towels are being placed in position the anaesthetist is 
quietly chatting to the patient and making use of whatever person- 
ality he or she may have. When the stage is set, anaesthesia is 
established with a mixture of thiopentone and “ syncurine ” intra- 
venously, and controlled respiration is established, using pure oxygen 
and avoiding any carbon dioxide absorption. The knife, already 
poised, can make its first incision in about one minute from now, and 
on the average a loudly complaining infant is handed to the waiting 
nurse two minutes later. It seems that the infinitesimal quantity of 
thiopentone that crosses the placenta in these three important minutes 
is of no significance to the infant, All (except the mother) can now 
breathe freely, and the second part of the operation can be con- 
cluded as a leisurely laparotomy, preferably under cyclopropane, to 
assist the uterine contraction. 


The reasonable operation speed mentioned is not achieved 
by haste but by wasting no time, and by the avoidance of the 
following delays: (1) tying-off clamped blood-vessels on the 
way in; (2) any unnecessary packing ; (3) any unnecessary con- 
versation, including detailed lectures and demonstrations to 
juniors during the vital minutes. This must not be construed 
as a criticism of surgical technique, but as an attempt to 
emphasize the vital importance of cutting down to the absolute 
minimum the time during which an anaesthetic agent is 
mounting an offensive against a babe unborn.—I am, etc., 

THOMAS F. HEAVEY, 

County Hospital, Hereford. Anaesthetist. 


Failed Forceps 


Sirn,—May I make two comments on Dr. Derek Freeth’s 
interesting paper (July 1, p. 18) ?—one in agreement, one not. 
Dr. Freeth ascribes prolapse after failed forceps to undue 
stretching of the “uterine supports, particularly Mackenrodt’s 
ligaments,” which, he says, “not infrequently . . . remain 
permanently stretched ” so that “ prolapse follows.” ’ The idea 
that extrusion of viscera is permitted by the pelvis in virtue of 
some lesion of the paracervical tissue is, of course, not new. It 
was put forward by Salmond and Dearnley in 1935,’ and much 
earlier by W. E. Fothergill, 2 with whom I had a great battle.* 
The idea, however, is highly imaginary and quite unscientific. 
It does not fit in with the common occurrence of prolapse latish 
in life—about 50—the predisposing cause of which certainly is a 
confinement occurring perhaps twenty-five years before. And am 
I not right in stating that Mackenrodt’s “ ligaments ” only simu- 
late ligaments in the non-pregnant, and that in late pregnancy 
all the pelvic visceral connective-tissue thickenings disappear, 
becoming succulent and loose, thus explaining the mobility of 
all the pelvic viscera so that the bladder during labour is easily 
displaced from the pelvis into the lower abdomen ? 


After forceps delivery under spinal anaesthesia, episiotomy 
having been performed on one side and perhaps on both, with 
the patient in the lithotomy position, I have not infrequently 
seen the cervix presenting as a fringe almost within the now 
extremely big and even frightening introitus. Next morning, 
however, the picture is changed. The levator ani muscles, 
paralysed by the spinal, which after the delivery permitted the 
introitus to look so terrible, so that at times two fists in apposi- 
tion could with ease be thrust through into the pelvis, have now 
regained their tone, and are behaving as*in the normal. One 
advantage of spinal is that these muscles, paralysed, yield 
during the extraction and thus are less likely to get torn; 
whereas with most other anaesthetics their resistance to disten- 
sion is not always in complete abeyance, so that they tear rather 
than yield. 


Inguinal, femoral, obturator, umbilical, lumbar, incisional, - 


and diaphragmatic hernia—not one of these is determined by 
a relaxation or an undue stretching of the connective tissue 
attachments of the visceral part involved. When will 
obstetricians realize that genital prolapse is a hernia ? 

My other comment is to say how whole-heartedly I endorse 
Dr. Freeth’s plea for the performance of lower segment 
caesarean section in cases of failed forceps. But here, also, is a 
fly in the ointment. He appears to base his recommendation 
on the use of chemotherapy: I do so on the free use of chlorine 
as a wash and a douche. Semmelweiss cut down the maternal 
mortality by a half or more by using chlorine, or a solution 
acting in virtue of it. He did so by making his students wash 
their hands in such a solution before they examined the patients. 
I have kept my mortality and morbidity down by thoroughly 
douching the vagina with chlorine, both in the ward and some- 
times again in the theatre before operation; and, after the 
operation, twice a day for three days and once a day for the rest 
of the week. Naturally, I use this most effective and precious 
stuff in my cases of forceps delivery, before and after, 
voluminously and repeatedly. My results in both cases justified 
my procedure. 

I must cut short my letter. There are two things to say. 
One, that the advent of chemotherapy, not available when I 
started, is likely to make obstetricians less strict with their 
asepsis ; and two, that in midwifery with chlorine, and the other 
usual measures, provided the patient is not already dying and 
has not some internal lethal state, one can do anything — 
I am, etc., 

Rugby. F R. HL PARAMORE. 

REFERENCES 


1 Salmond, M. and Dearnley, G., J. Obstet. Gr G Brit , 1935, 42, 623. 


3 Paramore, R. 

’ Dangerous “ Prams ” 

Smr,—I am becoming increasingly concerned about the number 
of accidents to babies which occur as a result of the construction 
of the “pram.” Mothers are constantly bringing bruised and 
shaken babies to me because the pram has tipped up with the 
baby inside. I feel that the very short wheelbase of the pram 
is the causative factor: very often the wheels actually overlap, 
and it seems that the more expensive the pram the shorter the 
wheelbase and the greater consequent liability to accident. 

Perhaps it would be going too far to demand a Board of 
Trade certificate of pavement-worthiness, but I do feel that the 
safety of our babies should be more adequately considered.— 
I am, etc., 

London, S.W.3. Davip THOMaS. 


St. John’s Hospital, Lewisham 


Sir,—St. John’s Hospital, Lewisham, which has been for 
nearly 70 years a complete general hospital, serving a population 
of a quarter of a million, is now threatened with dismember- 
ment. This means that St. John’s will lose in-patient facilities 
for six departments of medicine and surgery—viz., gynaecology, 
dermatology, urology, orthopaedics, E.N.T., and psychiatry ; 
and, in addition, children’s beds are to be reduced by over half. 
Apart from the elimination thereby of its role as a general 
hospital, its efficiency and ultimate survival are menaced, and the 
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community will be deprived of that free and alternative choice 
of opinion and treatment which it has hitherto enjoyed. This 
step is at complete variance with the promise of the Minister 
and his instructions to the regional board (R.H.B. (49) 132). 
This is no isolated threat, but one that confronts many 
hospitals of similar size throughout the country. Such hospitals 
as St. John’s have performed useful work to the community 
because of their completeness. Dismemberment can only be 
a retrograde step and should be energetically resisted. I urge 
these hospitals to take action before they are destroyed.—I am, 


etc., 


London, W.1. JoHN HowkKIs. 


POINTS FROM LETTERS 


Inoculation and Paraplegia 

Dr. C. H. Retmnnotp (Colonel, I.M.S., retired) writes: The article 
and leading article on “ Inoculation and Poliomyetitis ” in the Journal 
of July 1 reminds me of a parallel case in India fifteen or more years 
ago, though the victim then was an adult and the inoculation was 
the prophylactic for rabies. The patient was not mine and I did 
not see him during the illness, so I do not know all the details, 
but both he and his wife were treated as a precautionary measure 
when their dog got rabies and was tended by them both with great 
devotion. The lady had no ill effects, but her husband developed 
a paraplegia and was gravely ill for several days and bed-ridden 
for months. He has made a slow but steady recovery, and can 
now walk without a stick, though he easily tires, and has put in many 
years of useful work since. ... Can this case in any way be 
squared with the researches recorded in the interesting paper by 
Professor Bradford Hill and Dr. Knowelden ? 


Smallpox in the Unvaccinated 

Dr. W. A. Mackay (Southport) writes: With passing years memory 
and, perchance, mentality depreciate, and I trust I am not doing 
Dr. J. S. Gemmill (July 8, p. 107) injustice when I demur strongly 
to his statement “‘ haematemesis at the outset of her illness did not 
justify a diagnosis of smallpox even to be entertained in the first 
instance.” About 1892, and by the bedside in the Glasgow Smallpox 
Hospital, Dr. R. S. Thompson taught me that smallpox might have 
a petechial rash—the variolar triangle with its base across the 
lower abdomen—and not the usual eruption, and might be accom- 
panied by various bleedings. Further, in French’s Index of Main 
Symptoms (third edition, p. 265) malignant variola is noted as a cause 
of haematemesis. 


The General Adaptation Syndrome 

Dr. A. WesLey Hitt (Wrexham) writes: One question I should 
like to ask is, Why is damage divorced from stress and coupled 
with defence ? I think that stress means nothing from the point 
of view of organized response, apart from the damage it causes. 
To me stress is a mental concept to which I am comparatively 
indifferent until it begins to produce in me damage. There appears 
to me, therefore, no sense in calling stress the interaction between 
damage and defence . . . it seems to me that the plain biological 
meaning of stress is that it can cause damage, and that only when 
it does cause damage does the living organism react as best it can. 
In the next place I would not include “alarm reaction” and 
“stage of exhaustion” in the general adaptation syndrome. So 
far as I can understand the oration, “ alarm reaction ” is not reaction 
at all but the biological retreat before a sudden onslaught of damaging 
stress. It is then that the damage caused by stress takes place, 
because the organism has not yet arrayed its forces and adapted them 


to the battle. 


Naming of Cancer Hospitals 

Dr. BenTLEY PHILLIPs (London, W.1) writes: I should like to bring 
to your notice on humanitarian grounds the unnecessary anxiety 
which is bestowed upon patients by bad psychology in the naming 
of hospitals which specialize in the treatment of neoplastic growths. 
A highly unpleasant shock is administered to the average patient 
when told that he or she is being referred to a cancer hospital. The 
result generally calls for a considerable amount of discussion, 
™ hedging,” and reassurance by the doctor referring the case for 
examination and diagnosis, but in spite of this I am of the opinion 
that the majority of patients are convinced that the doctor is “* break- 
img it gently” and that in actual fact a death-warrant is being 
issued. . Could not a name such as “ radium and x-ray hospital,” 
. radiotherapy hospital,” or “‘ tumour clinic” be substituted ? . . 
The real answer to this problem is, of course, better education of 
the public in order to eradicate the fear of cancer, but until the 
welcome arrival of that era I contend that it is an unnecessary cruelty 
to retain the fearsome name “ cancer hospital.” 


Obituary 


H. C. BAZETT, C.B.E., M.C., M.D., F.R.CS. 


Dr. H. C. Bazett, Professor of Physiology at the University 
of Pennsylvania since 1921, died on July 12 on board the 
Queen Mary bound for Southampton. Dr. Bazett was 65. 

Henry Cuthbert Bazett was born at Gravesend in 1885, 
the son of Dr. Henry Bazett. He was educated at Dover 
College, at Wadham College, Oxford, and at St. Thomas's 
Hospital. He took his B.A. in 1908 and graduated B.M., 
B.Ch. two years later, proceeding D.M. in 1920. He took 
the F.R.C.S. in 1911. At St. Thomas’s Hospital he won 
the Cheselden Medal, and he was successively house- 
surgeon, casualty officer, and clinical assistant to the 
throat and ear department. After completing his next 
appointment as demonstrator in physiology he won the 
Radcliffe Travelling Fellowship in 1912 and spent twelve 
months doing postgraduate work at Harvard. He returned 
to this country not long before the outbreak of the 1914- 
18 war and became a demonstrator in pathology at Oxford. 
Subsequently he served in France with the R.A.M.C. and 
was awarded the M.C. and three times mentioned in 
dispatches. He was demobilized with the rank of major 
and he was also awarded the O.B.E. From 1919 Dr. Bazett 
was the Christopher Welch lecturer in clinical physiology 
at Oxford, and then in 1921 he was appointed professor 
of physiology at Pennsylvania University, the post which he 
still held at the time of his death. 

During the recent war Professor Bazett was given 
leave of absence and acted as visiting professor of medical 
research at the University of Toronto from 1941 to 1943. 
He was in charge of aviation medical research there after 
the tragic death of Sir Frederick Banting. Professor 
Bazett was an authority on problems of temperature 
control and blood circulation. He was himself the subject 
for much of the detailed work he did on human physiology. 
When he was studying the control of temperature in rela- 
tion to changes in the peripheral vessels he often affixed a 
number of thermocouples to his own arm, each of them 
being attached to a different galvanometer. He contri- 
buted the section on circulation to Macleod’s Physiology 
in Modern Medicine in 1938 for the eighth edition and 
in 1941 for a later edition. He had acted as consultant 
to the Military Planning Division of the Office of the 
Quartermaster-General in Washington, and in Canada and 
the United States he served on a number of important 
wartime committees on physiological problems. In 1944 
he was temporarily attached to the Medical Research 
Council in this country, and he undertook some special 
duties for the Admiralty, visiting India in this connexion. 
He was also at the Royal Aircraft Establishment, Farn- 
borough, for a time, again working on some of the avia- 
tion problems which had first engaged his attention at 
the end of the 1914-18 war. He was awarded the C.B.E. 
in 1946, and other honours and distinctions came his way 
in the years immediately following the war. 

In 1917 he married Miss Dorothy Rufford Livesey, who 
survives him with one son and one daughter. 


J.G. G. writes: May I add a word of personal apprecia- 
tion of a man whose friendship I valued highly. I first met 
Cuthbert Bazett during the retreat from Mons in 1914, and 
remember well the stimulus that his bright, courageous 
spirit brought to our tired and dispirited field ambulance. 
Soon after this, during the fighting on the Aisne, our C.O., 
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the late Colonel G. T. K. Maurice, said of him : “ Bazett is 
the most gallant fellow I have ever met.” On a later occa- 
sion, in the loose fighting near Béthune, he went out on a 
bicycle, armed only with a whistle, and collected two fully 
armed Uhlans who had got cut off behind our front line. 
He seemed entirely fearless, but never reckless, though 
sometimes, when trying to follow him on horseback or 
later when driving with him in his baby Morris car, one 
was tempted to think otherwise. It was characteristic of 
him that, in spite of his special surgical qualifications, 
nothing less than an appendicular abscess could dislodge 
him from the perilous job of battalion M.O. in front of 
Ypres. Later in that war he did valuable work on the 
physiology of flying at high altitudes. His main academic 
work, the application of physiology to clinical problems, 
found a fitting culmination in the work he did during the 
last war in Canada, England, and India. During those 
years his spirit seemed as young and his mind as active 
as ever, but physically he was older and felt the strain of 
long journeys and tiring days. Conversation with Bazett 
was always stimulating. His mind was teeming with fresh 
ideas which he never seemed to have quite time to express 
fully. His views on any subject were always original and 
worth serious consideration even when they were put 
forward in a witty phrase or two. Hé was a wise counsellor 
whose advice was sought by old and young alike, and 
the complete sincerity of his nature made his friendship 
specially valued by his younger colleagues. His was an 
unusual and altogether delightful character. 


EDWIN MATTHEW, M.D., F.R.C.P.Ed. 


Dr. Edwin Matthew, who died at his home in Edinburgh 
on’ July 7, was appointed to the Moncrieff Arnott chair of 
clinical medicine in the University of Edinburgh in 1935. 
A native of Aberdeen, he took his M.A. at the university 
there in 1899, but thereafter his life was spent in Edinburgh. 

At the close of a notable undergraduate career, which 
included a Vans Dunlop Scholarship, Edwin Matthew 
graduated M.B., C.M. with 
first-class honours in 1897, 
obtaining the much-prized 
Ettles Scholarship, which is 
awarded to the best student 
of the year. After qualifica- 
tion he held the posts of 
house-physician in Edinburgh 
Royal Infirmary, under Pro- 
fessor Sir Thomas Fraser, and 
in the Edinburgh Royal Hos- 
pital for Sick Children. He 
proceeded M.D. in 1908 with 
the added distinction of a 
gold medal, and in 1906 he 
had been elected a Fellow of 
the Royal College of Physicians of Edinburgh. For nearly 
20 years he was physician to Leith Hospital and afterwards 
physician consultant. He became an assistant physician at 
the Edinburgh Royal Infirmary in 1909, and physician 
from 1921 to 1934. Then for a further two years he 
held the Moncrieff Arnott professorship in clinical medi- 
cine, in succession to Professor Edwin Bramwell. For 
several years he was an examiner in medicine in the Univer- 
sity of St. Andrews, and for five years from 1933 he was 
a member of the General Medical Council. 

Matthew was a staunch individualist and a strong 
upholder of the extramural Edinburgh School of Medicine 
of the Royal Colleges, giving the systematic lectures on 


medicine for many years. He possessed a singularly acute 
mind, with an unusual power of rapid mental assimilation. 
He once said, not in a boastful spirit but rather as depre- 


cating any personal credit for a natural gift, that on reading - 


once his lecture notes as a student, or a chapter in a book, 
the contents were fixed in his memory. He was a very 
successful clinician, with a large following of students, 
who appreciated the clearness and decisiveness of his teach- 
ing. His residents and students knew, often gratefully from 
practical experience, that they could count upon his support 
at any time, and that he would never “let them down ” if 
he could possibly avoid it. He was emphatic that every 
physician should maintain a wide knowledge of general 
medicine. He was especially interested in the problems of 
kidney disease and of hypertension, and he inspired the 
work of many of his assistants in these directions. Matthew 
had a large private consulting practice in spite of, or per- 
haps to some extent because of, a dictatorial manner, for 
his patients recognized his excellence as a physician and his 
character as a man. He was responsible for numerous 
acts of generosity, which he tried, often successfully, to 
conceal. 

He is survived by a widow, a daughter, and two sons, 
one of whom is also a physician. 


Dr. JAMES CarRSLAw, of Glasgow, died on April 14. For some 
years he had been living in semi-retirement, though many 
friends and colleagues still sought his opinion from time to 
time on particularly obscure cases. Dr. Carslaw was born in 
1868, the third son of the late Rev. W. H. Carslaw. He was 
educated at Larchfield School, Helensburgh, and at Glasgow 
Academy. At the University of Glasgow he had an excep- 
tional career, graduating M.A. and M.B., C.M, with honours 
in 1892. He spent a year in the Western Infirmary as a resi- 
dent, first with Sir William Gairdner and then with Sir Hector 
Cameron. Thereafter he went to Paisley as assistant to the 
late Dr. Fraser. Soon, however, his clinical and teaching 
abilities were recognized by Sir William Gairdner, then regius 
professor of medicine, and he made Carslaw one of his assist- 
ants at the University and in his wards at the Western Infirmary. 
On Sir William’s retirement he became assistant to Professor 
Ralph Stockman and worked with him until he was given 
wards of his own in succession to Dr. William McLennan. In 
the 1914-18 war Dr. Carslaw served as a captain, R.A.M.C., 
attached to the Scottish General Hospital at Stobhill. In the 
1939-45 war he gave help to a number of medical boards, and 
it was characteristic of the man that he returned to teach at 
the Western Infirmary where the staff had been much depleted. 
His mental activity and acute clinical acumen and judgment 
were greatly admired by all who worked with him then. Tall, 
and invariably immaculately dressed, Dr. Carslaw had a com- 
manding presence and striking personality. The first impres- 
sion of austerity was quickly dispelled by his keen yet kindly 
sense of humour. Painstaking and intensely thorough in all 
that he did, he demanded a high standard from his staff. He 
showed an infinite capacity for kindness and generosity to all 
under his care which endeared him to his colleagues and made 
him beloved by his patients. Dr. Carslaw’s eminence was 
largely due to his profound knowledge of the art of clinical 
medicine ; a knowledge which he had acquired from his long 
experience with Sir William Gairdner and from his own acute 
observation and wide reading. His reputation spread far 
beyond Scotland, and for many years he was responsible for 
the organization of postgraduate medical study in Glasgow. 
He did not write much for the journals, but what he did write 
was always based on most careful clinical studies. His chief 
interests lay in disorders of the liver and spleen and of the 
blood. From his association with Professor Stockman could 
be traced his great interest in, and knowledge of, the rheumatic 
diseases. In speech he was slow but to the point, and the 
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Association of Physicians of Great Britain and Ireland always 
listened with close attention whenever he spoke. He was a 
fine physician, and learned in the older and now almost unused 
medical languages—Latin and Greek. His use and pronuncia- 
tion of these languages was meticulous, as his staff soon learnt. 
He belonged to an age of culture which developed the use of 
the fingers, ears, and eyes to the highest levels of skill ; which 
observed, learned, and thought, and built up a tradition much 
to be honoured. His widow survives him, and to her and their 
family the sympathy of all his friends will be extended.— 
D.S.S. 


Dr. Henry GEORGE BippLe, of Stradbroke, Diss, Norfolk, 
died at his home on June 7 at the age of 83. Dr. Biddle was 
typical of the old school of family doctor, a beloved friend to 
his patients and to his colleagues, a genial personality who will 
always be remembered with affection. Belonging to a family 
of doctors, he was the son of Dr. Henry Cooper Biddle, of 
Edmonton. He was educated at Charterhouse and Guy’s 
Hospital, where he qualified in 1892. Before going to 
Stradbroke in 1913 he was in practice at Broadstairs, and was 
medical officer to the Whittuck Convalescent Home for 
Children. He had been a member of the British Medical 
Association for many years, and in 1922 he was chairman 
of the South Suffolk Division. Outside his work, lawn tennis 
was a life-long interest, and first as player and later as an 
official he was a familiar figure at Suffolk tournaments and 
county meetings.—W. P. G. 


Mr. GEorGE MuNN Gray, who died in London on June 16, 
was one of the most distinguished medical men who have ever 
practised in Nigeria. A graduate of Glasgow University in 
1904, he proceeded M.D. in 1909 and took the F.R.C.S. two 
years later. Soon after joining the West African medical staff 
he was posted to Southern Nigeria. After serving for two 
terms there he returned and went into private practice in Lagos, 
then the capital of Southern Nigeria, where he built a hospital. 
Gray’s success was immediate, and he built up a large practice 
as his reputation spread throughout Nigeria and the adjoining 
territories. After the 1914-18 war he took a partner, Mr. Aitken, 
who unfortunately lost his life whilst bathing in the surf at 
Lagos about 1930. Gray and Aitken were both skilled and 
successful surgeons, and the Government of Nigeria recognized 
this by appointing them consultants and later by taking over 
the private hospital Gray founded, now known as the Creek 
Hospital, Lagos. Mr. Gray left Nigeria shortly before the 
outbreak of war in 1939. 

E.C. B. writes: Not only was Gray a most skilled surgeon 
who will long be remembered by a very large number of grate- 
ful patients, including the writer, he was also a most generous 
and lovable man, and he had hosts of friends in Nigeria and 
elsewhere. He was a prominent freemason and held high office, 
being Grand Master of Nigeria at one time. We mourn the 
loss of a truly great man. 


Dr. Epwarp Louis VincENT Frrcu, of Cleator Moor, 
Cumberland, lost his life in a boating accident on June 17. A 
student of University College, London, and Liverpool Univer- 
sity, he took the conjoint diploma in 1938 and was for a time 
casualty officer at the Royal Infirmary, Preston. Subsequently 
he was a medical officer with the Friends’ Relief Service and 
with Unrra. 

J. S.-writes: Dr. Louis Fitch was one of a party bird-watching 
in a small boat on June 17, when an engine failure led to ship- 
wreck and disaster. Dr. Fitch was able to get ashore, but 
returned to the boat to rescue others and then lost his life. 
His manner of dying was in the character of his living. As 
a practitioner he worked ceaselessly and devoted all his great 
energy to a people still suffering from the-after-effects of pre- 
war poverty, unemployment, and social neglect. It is gratifying 
to be able to record that his patients had quickly learned to 
appreciate and love their new doctor, for Fitch had only been 
in Cumberland some two or three years. He was a man of 
wide interests and deep culture: music, literature, and the 
natural sciences all had their place in his busy life. As a 


friend he was a great stimulus to all who knew him. Our pro- 
fession has lost a man who was one of its ornaments, and we, 
his friends, have suffered a bitter loss. 


Dr. WILLIAM HENRY O’GrapDy, of Louisburgh, County Mayo, 
died on June 22 at the age of 66. He was the son of the late 
William and Mrs. O’Grady of Louisburgh, and he was educated 
at St. Jarlath’s College, Tuam, and Prior Park, Bath. A student 
at University College, Dublin, and at Edinburgh, he qualified 
in 1914. He went to Louisburgh as medical officer of health, 
a post which he held until his death. In addition he was 
medical officer of health of Clare Island until a year ago. 
In 1915 he was decorated by the Danish Government for the 


- help and assistance he gave to Danish seamen on Clare Island. 


D. F. McC. and C. B. O’H. write: Seldom have we known a 
man so universally loved and respected as Dr. O’Grady. He 
was held in the highest esteem by colleagues and patients. He 
never spoke an unkind word of anybody, and his kindness and 
charity were unbounded. He was known far beyond the con- 
fines of his district, and we all enjoyed his hospitality, his 
kindly humour, and his fund of anecdotes. On many occasions 
he risked his life to attend to Clare Island patients in rough 
seas and gales, though he made little of the risk involved. His 
chief hobby was his work, but he was also keenly interested in 
fishing and gardening. He is survived by his wife and his only 
daughter, to both of whom we offer our sympathy. He was a 
doctor of the old school, and one whom it will be impossible 
to replace. 


Dr. HENRY JAMES THOMSON, who died suddenly when on 
holiday at Spey Bay on July 4, was a student at Aberdeen 
University. He graduated M.B., Ch.B. in 1910, proceeding 
M.D. in 1924, and took the M.R.C.O.G. in 1933. Soon after 
qualifying, Dr. Thomson acted as house-surgeon to the late 
Professor Stevenson. In 1918 he was appointed child-welfare 
officer to the County of Lanark, the first appointment of this 
character in Scotland. In the following year an obstetrical 
service was established in the county, and Dr. Thomson became 
physician superintendent of this service, a position he held 
until his death. At the outset the prospects of success were 
not encouraging, and only six patients were confined in the 
hospital at Bellshill during the first year. As time went on, 
however, the women in the area realized how much skilful 
attention was being offered them, and the numbers increased 
until over 2,000 confinements a year were conducted at Bells- 
hill alone, while another 1,000 maternity cases were admitted 
to associated hospitals. The success of this department of 
public health was due to the foresight and unflagging interest 
which Dr. Thomson took in the work of the institutions with 
which he was associated. The welfare of the patients and the 
nursing staff was his constant consideration. He displayed 
remarkable judgment in estimating the essential requirements 
of a rapidly expanding maternity service. He realized that 
many patients were at a serious disadvantage when they lived 
in remote parts of the county, and consequently in the year 
1932 he instituted a “ flying squad ” service, this being a pioneer 
effort in Scotland. By this form of domiciliary treatment he 
succeeded in further reducing maternal mortality, especially in 
cases of eclampsia. At the same time Dr. Thomson arranged 
to supply to practitioners and midwives for the modest sum of 
5s. a sterilized obstetrical outfit which was soon being used by 
everyone engaged in obstetrical practice throughout the county. 
Dr. Thomson was an able administrator, and he had an exten- 
sive knowledge of practical obstetrics. He was called upon, 
over a period of many years, to deal with the management of 
the emergencies of midwifery practice. In treating these cases 
he exercised sound judgment and skilful manipulation. Even 
when the hospital had attained such proportions that the resi- 
dent and visiting staff hai greatly increased, he continued to 
take an interest in the clinical work. His death will be mourned 
by many nurses and house-surgeons, who received from him a 
training in the essentials of obstetrics that has proved invalu- 
able in practice. The sympathy of his colleagues and friends 
will be extended to his wife, son, and daughter in their sad 
loss.—S. J.C. 


ao. S&S 


BY 
4. ¢ 
7 
n 
f 
‘ 
n 
t! 
d 
of 
a 
. 
iy 
li 
a 
we 
A 


1SH 
JOURNAL 


Our pro- 
and we, 


y Mayo, 
the late 
educated 
. Student’ 
qualified 
health, 
he was 
‘ar ago. 
for the 
Island. 


nown a 
jy. He 
its. He 
ess and 
he con- 
ity, his 
casions 


sted in 
is only 
was a 
ossible 


Juny 22, 1950 


MEDICAL NOTES IN PARLIAMENT 


Medical Notes ‘in Parliament 


MEDICAL BILL IN COMMITTEE 


The Committee stage of the Medical Bill was begun in the 
House of Commons on July 14, and when the discussion was 
adjourned at the end of the sitting the fifteenth of the 36 clauses 
was under examination and the bulk of the work had been 


done. 

Clause 1 was agreed to, and on Clause 2 Sir HuGH Lucas- 
TooTH moved an amendment to secure that no order should be 
made requiring a period of intern service as a prerequisite to 
full registration until the order had been approved by resolu- 
tions of both Houses of Parliament. 


Mr. ANEURIN BEVAN, Minister of Health, said he would make 
the orders subject to affirmative resolution by Parliament, 
instead of using the negative procedure, by moving an amend- 
ment at the Report stage. 

Mr. BEVAN moved an amendment to subsection (4) providing 


that 

where, during any period of employment in an approved hospital 
or institution, an applicant who has been engaged in medicine has 
also been engaged in surgery or midwifery or both, or an applicant 
who has been engaged in surgery has also been engaged in midwifery, 
the period should be apportioned by the body granting the qualifying 
diploma. 

He said that as the clause stood it provided for the way in 
which a doctor was to have his period of intern service divided 
into so much time on medicine and surgery, or medicine, surgery, 
and midwifery. It made no provision for the doctor who 
engaged in work which combined .only medicine and midwifery 
or surgery and midwifery. The amendment ensured that the 
same arrangement should operate in all four cases. The diffi- 
culty was that it could not be said that the intern was having 
proper experience if most of it was confined to one specialty, 
and it was necessary that there should be a proper division of 
time over the whole of the work in order that he might take 
full advantage of the intern service. This was the reason they 
attached such great importance to the inspection of hospitals 
where the intern service was given. It was essential that the 
intern’s experience should be spread as far as possible and not 
confined to a group of beds dedicated to only one specialty. 


The amendment was agreed to. 
Mr. SOMERVILLE HASTINGS moved a new subsection: . 


Where physical disability renders an appointment in surgery or 
midwifery impossible the Council may accept an equivalent period 
of satisfactory service in medicine or in a health centre in lieu 
thereof. 

Mr. BEvaN said he was prepared to accept this in principle, 
and it was accordingly withdrawn. 


In the general discussion on the Clause, Commander A. H. P. 


- NosLEe expressed anxiety about those whose medical studies had 


been interrupted by war service and who might otherwise have 
qualified before the Bill came into force. They were keen to 
get into practice as soon as possible, and were worried that 
they might now be held up by an unexpected period in hospital. 


Provision for Opting Out 


_ Dr. Barnet Stross agreed that present-day students were a 
little disturbed, and he hoped the Minister would give them 
an opportunity of opting out of this provision. Apart from that, 
Students were being offered full employment at what he hoped 
would be a suitable rate of remuneration. But he felt it import- 
ant to remember that not all medical students were alike, and 
where a man was going into a sister profession, such as 
physiology, and not intending to practise, he should not have 
to register fully. Further, it was not possible to get an actual 
definition of “ satisfactory service,” and the individual should 
have a right of appeal against a decision that his service was 
not satisfactory. Teachers were human beings, and sometimes 
showed favouritism or bias, and there should be some safeguard 
for the man who had done his full year. 


_ Mr. H. N. Linsteap said that the Minister must make his 
intentions clear to the profession to remove present misunder- 
standings. 

Dr. A. D. D. BROUGHTON pointed out that the British Medical 
Students’ Association desired that all present miedical students 
should be exempted from the provisions of Clause 1 and 
Clause 2. He thought this unnecessary, but there should be 
some right of appeal. 

Dr. H. B. W. Moraan said the grant of a right of appeal 
to all medical students who were alleged not to have rendered 
satisfactory service during their intern year was a necessary 
safeguard so that the student might have the opportunity of 
answering the case against him. Further, there were not likely 
to be sufficient hospitals into which these men could go. He 
asked if they were to be kept waiting for an appointment. 

Mr. I. MacLeEop said that when the period of intern service 
started there would be a wastage for one year at least of general 
practitioners entering the National Health Service, and he 
wondered if we could afford this wastage. It might be expedient 
for a limited period to allow doctors who had completed their 
training to go into under-doctored areas, or as assistants to 
group practices—although he admitted the disadvantages of such 
a course. The question of salaries was extremely important, 
and there was some anxiety about it. The Goodenough Com- 
mittee recommended that free board and lodging and something 
between £75 and £100 should be paid. In terms of the value 
of money to-day that might be £150 to £200. Even that was 
considerably below the amount paid to someone holding a 
house appointment. Nothing would do more to remove uneasi- 
ness than a clear statement about salaries. He endorsed the 
suggestion that those at present engaged in medical training 
should not have this extra year put on to them. 

Mr. SOMERVILLE HASTINGS, as one who had spent the greater 
part of his life training house-surgeons, said there would be 
very few cases in which a surgeon or physician in charge would 
feel justified in saying that a man’s service was unsatisfactory, 
and if the right of appeal were agreed to there would be even 
fewer. One must remember that if the right of appeal were 
granted the chief would be put into the witness-box, presum- 
ably, and asked all sorts of questions about his house-surgeon, 
and possibly even submitted to an action for libel. He could 
remember only one case in which the service of a house-surgeon 
was really unsatisfactory. He thought the right step would 
be to let the house-surgeon have another try at another hospital. 
Even if a house-surgeon had fallen down once, that was not 
sufficient to prevent his becoming a registered medical practi- 
tioner. He hoped that this point would be left as vague as 
possible, and that it would be for the medical or surgical chief _ 
to say whether the service was satisfactory. 


Keeping an Even Balance 


Mr. BEvaN, replying to the debate, said he would at the outset 
try to get rid of the idea that the Minister of Health was here 
accepting responsibility for the content and management of 
medical education. He was not. That was still being entrusted 
in part to the Privy Council and in part to the medical corpora- 
tions, all of them acting jointly, and especially in regard to 
inspection in later parts of the Bill. 

It was necessary to keep an even balange between the legiti- 
mate affairs of the medical student and the requirements of the 
public. In the House of Commons they were the trustees of 
the public, and their duty was not to let loose upon the com- 
munity what might be regarded as under-educated doctors, nor 
to protect individual doctors from what might appear to be 
hardship. On the other hand, implementing the Goodenough 
proposals did mean that the State intervened and altered the 
plans that the private individual made for himself when he 
intended to go in for medical training. Therefore they must 
try to mitigate the hardship as much as possible, a that 
the arrangements made bore as little harshly upon the citizen 
as was consistent with the public interest. 

In the first place this was not going to be sprung upon the 
student immediately. It would take between one and two years 
to make these arrangements, because it would be quite improper 
for the State to say that a doctor could not be fully registered 
and enter into general practice unless he had an intern year 
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in an approved establishment if they had failed to provide such 
a place for him. They could not fix the period when this would 
start to operate until they had reviewed the establishments and 
made these posts available. 

They must also see that the hardship was mitigated as much 
as possible on the financial side. It was therefore proposed 
to create posts carrying £350 a year for the first six months 
and £400 a year for the second six months, with a deduction 
of £100 for board and lodging. He thought the House would 
agree that those were fairly generous sums. 

In reply to a question by Sir HuGH Lucas-Tootn, Mr. BEVAN 
said that there would be no marriage allowances ; but he could 
assure Dr. CHARLES HILL that doctors provisionally registered 
would be employees of the hospital, and their term of service 
in the National Health Service would therefore date for super- 
annuation purposes from the beginning of the internship. 

Continuing, he said that some people had questioned 
whether it was fair to a person who had made his plans 
on one assumption to add another year. But they must start 
at some point if they were to carry out the recommendations 
of the Goodenough Committee. The suggestion that they 
should begin with the student coming in meant that the 
scheme would not come into full operation for seven or eight 
years. That was going too far. He hoped he would not be 
pressed to give concessions on grounds of hardship. Why 
should the House send out into general practice one who was 
less well trained than they thought he ought to be? When 
the date fell, it should fall on all medical students, otherwise 
some would go through life with a black mark. It would not 
be wise to invite the medical student, because of some tem- 
porary embarrassment, to handicap himself by not having the 
benefit of the one year. 

There was a good deal of anxiety about the “ satisfactory 
service.” He was informed that it was similar to the signing 
of certificates now required to show satisfactory attendance at 
courses of instruction before a student could sit for an 
examination. These certificates covered conduct as well as 
attendance. They represented the opinions of ali the people 
under whom the student had worked. Similarly, certificates of 
satisfaction would reflect a number of opinions, and there 
should be no possibility of victimization by a single individual 
on personal grounds. The certificate itself was given by the 
licensing body—the medical corporation immediately concerned. 
There could be no possibility of a superintendent of a hospital 
who might have developed a “ grouch ” against an intern report- 
ing on him unsatisfactorily, because he would surely have the 
collective opinions of all with whom the provisional doctor 
had worked in the whole of the year. He hoped therefore that 
he would not be pressed to give a right of appeal. With whom 
could an appeal lodge? They could not have an appeal 
against a board of examiners. 

When a person reached this stage he was provisionally 
registered. The intention was not to put up another hoop 
through which he had to jump; the intention was to give him 
a year’s experience in association with specialists and with a 
diverse kind of hospital work, so that when he went out into 
the world he would be a better craftsman. It was intended 
to be the consummation, as it were, of his general medical 
training. 

Mr. I. J. PrrMan asked if it would be possible for an intern 
who got an unsatisfactory report to seek another post at which 
he could have a second year. 

Mr. BevaAN replied that there was no reason at all why not. 

He also said that he could not see how the arrangement for 
this coming into operation at different times at different places 
could be made to work, or how it was going to operate with 
reference to reciprocity with Eire. The present intention was 
to bring it into operation everywhere at once. The power to 
vary the period was merely for the purpose of emergency. 

In answer to Surgeon Lieutenant-Commander BENNETT, who 
mentioned the “ deviationists ” who went into biochemistry and 
other things, Mr. BEevaN said they could not possibly exempt 
such men from the intern year because they did not want to 
practise clinically. They could not frame an Act which would 
put such people in suspense. They must come down on one side 


or the other, otherwise they might have some who did and 
some who did not intend to go into clinical practice, and 
some who did not but might. 


Employment in Health Centres 


On Clause 3, in the course of discussion of an amendment 
moved by Mr. SOMERVILLE HASTINGS but later withdrawn, 
Mr. BEVAN said that he had accepted with considerable misgiv- 
ings the provision (inserted in the House of Lords) by which 
the intern year could be spent in a health centre. It was the 
hope, though they must keep some sense of proportion about it, 
that subsequently most general practitioners would be engaged 
in group practice and would be operating from a_ building 
which might be described as a health centre. But health 
centres could be variously defined. Some of them might merely 
be associations of general practitioners, and the intention of 
the Bill was to give the provisionally registered man a year’s 
experience of hospital medicine and not of group general prac- 
tice. On the other hand there might also be big polyclinic 
centres in which there was a considerable variety of diagnostic 
facilities alongside maternity and child-welfare centres, dental 
and ophthalmic services, and the whole range of personal medi- 
cal services outside the hospitals. It might be possible to find 
a health centre of that sort as a place where the year of intern 
service could be served. But there were none of them at the 
moment, and it would be a very long time before the country 
had them, if it ever did. He was extremely doubtful about 
this proposal, and he hoped that when these institutions came 
to be approved it would be done with extreme frugality. 

The Clause, and Clause 4, relating to the experience required 
for holders of Commonwealth or foreign diplomas, was 


agreed to. 
Registration 

Mr. BEvAN moved on Clause 5 a series of amendments 
designed to facilitate provisional registration and subsequent 
consolidation by altering the nomenclature: the amendments 
were agreed to. 

Mr. SOMERVILLE HASTINGS moved to insert the following new 
subsection : 

A person provisionally registered under this Act shall have all 
the duties and privileges of a registered medical practitioner but 
only while serving in an approved hospital or institution as defined 
in Section 1. 

He urged that it should be made clear what a provisionally 
registered doctor could do. While this man was serving in 
hospital he should have the full powers and duties of a medical 
practitioner, particularly in ordering dangerous drugs and in 
signing death certificates. 

Dr. CuarLes Hitt emphasized that the intern year must be 
regarded as an essential part of medical education. To equate 
the provisionally registered with the permanently registered 
man, merely leaving an interval of time to pass between them, 
seemed to suggest that the standard of registration was reached 
with provisional registration and that the final year was a kind 
of burden or testing-time imposed by the State. He doubted © 
whether they would be in a position to decide what privileges 
should go with provisional registration until they saw how the 
additional year worked. 

Mr. BevAN agreed that unless they were exceedingly careful 
the intern year would lose its status as the final equipment of 
the general practitioner. For the purposes of his intern year 
the man was a fully qualified doctor, but outside it he could 
not act as a fully qualified practitioner. 

The amendment was withdrawn. 

In the discussion on the clause as a whole, Dr. CHARLES HILL 
drew attention to the point that, as it was worded, after pass- 
ing his examinations the individual was first required to apply 
for and obtain a post before he could seek provisional 
registration. 

Mr. BevAN agreed that, especially in the case of a man 
going in for research and not clinical practice, there was some 
substance in the argument that his future rights needed some 
protection. The man ought to be able to complete his train- 
ing at some future period if he so wished. He would look into 
the matter to see if this would be covered. 
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Relations with Ireland 


On Clause 6 an amendment was moved by Mr. BEvaN, and 
agreed to, extending to the Republic of Ireland the same pro- 
visions that had been made in — of health centres in 
England and Wales. 

Surgeon R. F. B. BENNETT asked for 
an assurance that the Republic of Ireland would be altering its 
medical curriculum in step with ours, so that the Clause might 
have full application. 

Mr. A. BLENKINSOP, Parliamentary Secretary to the 
Ministry of Health, said he understood that was the posi- 


* tion. Answering other questions, he said the assumption was 


—and they had an undertaking that this would in fact be 
carried out—that there would be provisional registration in 
Ireland as it would be provided here. 

Dr. BARNET STROSS moved amendments to include on the 
General Medical Council two elected Irish representatives, one 
resident in the Republic of Ireland and one in Northern Ireland. 
Dr. A. D. D. BROUGHTON supported the amendments. 

Mr. I. MAcLEop opposed the amendments, stating that there 
was already one representative of the whole of Ireland, and 
almost the only other example of such agreement was in their 
\rugby football team, which they selected jointly. 

Mr. BLENKINSOP said it had always been the case that 
Ireland had been a unity in respect of medical education. 
The Republic of Ireland was fully satisfied with the present 
arrangement. 

The amendments were withdrawn, and the Clause agreed to. 


Disciplinary Committee of the G.M.C. 


On Clause 13, by which it is proposed to transfer the func- 
tions of the Council or a Branch Council under Sections 26 
and 29 of the Medical Act, 1858, to the newly constituted 
Medical Disciplinary Committee, Dr. H. B. W. MorGan 
moved an amendment, which was negatived, to replace the 
Disciplinary Committee by a Penal Cases Committee. The 
G.M.C. should not have powers of discipline and be able te 
try a man and ruin his career, but, he said, should merely 
investigate penal cases to discover whether there was a prima 
fac’e case to answer. 

Dr. CHARLES HILL said that on the contrary the recasting of 
the disciplinary machinery, and the establishment of a smaller 
body than the General Medical Council for this purpose, were 
among the most important parts of the Bill, and should be left 
untouched. When Dr. Moraan accused him of speaking against 
a committee of his own organization he replied that he was 
expressing the views he held, however they might conflict with 
those of anybody else, and in his opinion the structure under 
which the penal cases committee sorted out the complaints 
against the practitioners, and in addition to which there was a 
separate body which heard the cases, represented a considerable 
advance in the technique and methods of the General Medical 
Council. 

In the general discussion on the clause. Mr. J. Hay urged that 
it was inappropriate that the decisions of the committee, which 
might result in the barring of a practitioner from carrying out 
the duties of his profession, should be majority decisions of the 
members present. The law required the unanimous verdict of 
12 people, and it was wrong in his view that a person should 
be debarred from his profession by a mere majority vote. 

Mr. BEvAN said that if the principle of unanimity were 
introduced, and one person disagreed, the committee could 
not do its work of protecting the public. If the majority of 
a man’s peers considered him guilty, the principle of unanimity 
would mean that one person could deny the protection the 
public ought to have. That tilted the whole balance the other 
way. He thought the individual was adequately protected. 
The clause was agreed to. 


G.M.C. and Cases with no Complainant 
Dr. CuHartes Hitt moved to insert the following new 
subsection: 


For securing that no complaint or information investigated by 
the Penal Cases Subcommittee, other than a decision in a court 


of law, shall be referred to the Committee for adjudication unless 
the circumstances upon which such complaint or information is 
founded shall have been verified by statutory declaration of the 
person making the same, or, where such complaint is made or such 
information submitted by any public department, authority, or other 
body, by statutory declaration of an officer of such public depart- 
ment, authority, or other body, duly authorized for the purpose. 


He said that his purpose was to secure that the almost uni- 
form practice of the G.M.C., that there must be a statement by 
the complainant, became the uniform practice. He said “ almost 
uniform ” because there had grown up in recent years a habit 
on the part of Government departments, including the Ministry 
of Health, of not complaining but of sending the papers along 
in the hope that the G.M.C. might do something about it. Afl 
he wanted to secure was that, whether the complainant was an 
individual body or a Government department, there was a com- 
plainant, and that there was a formal complaint which went 
on to the G.M.C. 

Mr. BEVAN said the suggestion meant, for example, that the 
disciplinary tribunal under the National Health Service could 
not call the attention of the G.M.C. to evidence placed before 
it unless it itself made a complaint. That was an exceedingly 
dangerous thing to suggest. It meant that the disciplinary 
committee of the Council would be an arbitrator between the 
doctor and a Government department. It did not follow that 
the Ministry of Health should come to a conclusion about a 
doctor at all. It merely meant that, in the exercise of the 
administrative duties placed upon it by the health statutes, 
the tribunal had brought to light evidence that would appear, 
on the surface, to be evidence that the G.M.C. should see in 
order to make up its mind whether or not it should consider 
putting its disciplinary machinery into motion. That was 
reasonable protection for the public. 

The National Health Service was concerned with the con- 
tractual obligations of a general practitioner, and not with his 
status as a doctor; that was the concern of the G.M.C. The 
Minister ought not to be asked to load the case against the 
general practitioner by so formalizing it as to investigate, for 
example, a charge of drunkenness arising out of evidence given 
during a complaint to an executive council, assembling all the 
papers and evidence, and thus becoming an accuser of the 
practitioner before the G.M.C. Once they asked a Government 
department to formalize evidence against a general practitioner 
they were discriminating against the practitioner in a most 
dangerous way. 

The amendment was still under discussion when the sitting 
ended, and the proceedings were adjourned until July 21. 


Work for Epileptics 


Mr. SOMERVILLE HastinGs asked the Minister of Labour on 
July 4 what provision he had made for the employment of 
manual and clerical workers who suffered from epilepsy but 
were otherwise capable of taking their normal part in industry. 

Mr. GeorcE Isaacs replied that sufferers from epilepsy could 
readily get advice and guidance from disablement resettlement 
officers, who had been able by special approach to employers 
to place a considerable number in suitable employment. He 
added that, to assist in this work, explanatory notes about 
epilepsy had been issued to employers by the Ministry. A 
number of the more severe cases had been placed in 
employment under sheltered conditions in Remploy factories. 


B.C.G. Vaccination 


Dr. CuarLes Hitt asked the Minister of Health on July 6 
how many local health authorities were in possession of 
adequate supplies of B.C.G.; and whether he was satisfied 
that this method of prevention was being made available on 
an adequate scale and as rapidly as the paramount necessity 
of preventing tuberculosis demanded. 

Mr. ANEURIN BEVAN replied that 116 out of 145 authorities 
in England and Wales had so far had arrangements approved 
for B.C.G. vaccination at the discretion of chest physicians ; 
the vaccine was received as needed, since it could not be stored. 
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Domiciliary Treatment of Tuberculosis 


Dr. CHARLES Hitt also asked the Minister whether he would 
instruct regional hospital boards to arrange for the home 
treatment of tuberculous patients, for whom there were no 
sanatorium beds vacant, by making available to them in their 
homes the services of chest specialists, portable x-ray facilities, 
and any other facilities necessary for adequate and continuous 
treatment. 

Mr. ANEURIN BEVAN said that it was part of the normal work 

of the boards’ chest specialists, with the resources of the hospital 
service available to them, to take part in the home treatment 
of tuberculosis patients. 
‘ Dr. Hit then pointed out that in only relatively few areas 
were the resources of the tuberculosis services made available 
in the homes. Tuberculosis was five times as common among 
contacts as among the population, and this was an’ urgent 
national situation, not only for the sufferers from tuberculosis 
but for their families as contacts. 

Mr. BEVAN said he was well aware of this, and in the next 
few weeks instructions would be issued dealing with these 
points (see also Journal, July 15, p. 162). 


Disinfectants 


Dr. CHARLES Hitt also asked the Minister of Health on 
July 6 if he would consult the Medical Research Council with 
a view to taking steps to ensure that disinfectants produced by 
manufacturers satisfied minimum standards of efficacy. 

Mr. BEVAN replied that he was already in touch with the 
Medical Research Council, but it was a very difficult and 
technical subject, and although this matter had now been 
pursued for nearly five years no standards had yet been 
achieved. 


Clinical Assistantships for G.P.s 


Mr. READER Harris asked the Minister of Health on July 6 
if he was aware that regional hospital boards had not yet begun 
to offer clinical assistantships to general practitioners, and what 
action he proposed taking. 

Mr. BevAN said that appointments of this kind had been 
offered where the needs of the service demanded it. 

Mr. SOMERVILLE Hastincs asked if the Minister realized 
how important it was from everybody’s point of view to keep 
general practitioners in close contact with their local hospital. 

Mr. BEvAN said he was very well aware of that, and part of 
the difficulty was to try to bring about a reconciliation between 
the conflicting claims of the G.P. on the one hand and the 
specialist on the other. 


Distinction Awards 


Colonel M. Sroppart-Scott asked the Minister of Health 
on July 6 how long the committee which dealt with merit 
awards for medical consultants had been sitting, how many 
times it had met, who was its chairman, and the salary or 
fee he had been paid. 

Mr. Bevan replied that the committee was appointed on 
December 23, 1948. It had held 24 meetings, with Lord Moran 
of Manton as its chairman. He had received 3,000 guineas for 
the first year’s service, and would receive 2,500 guineas for the 
second year. 


The Services 


A Supplement to the London Gazette has announced the follow- 


awards: 
“4 Clasps” to Territorial Efficienc 
ary Colonel) J.c 
to Territoria ciency Decoration.—Colonel 
Hamilton, M.C,, T.D., late R.A.M.C. 
“Ist Clasp” to Territorial E. ciency Majors J. 


Decoration—Major (Honor- 
A.M.C., 


erritoria ciency st Clasp.+-Majo 
ary Lieutenant-Colonel) E. A Mai 
and C. H. Imrie, R.A.M.C. 

Territorial Efficiency Decoration.—Major (Hono 
E. Norrish and Major J. B 


. Cormack, and Majors R. A 


Lieutenant- 


Colonel) R. E B. Schofield, R.A.M.C. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 


In Congregation on June 21 the degree of D.Sc. was conferred on 
Geoffrey Wingfield Harris, M.D. 

Professor Homer Smith, of New York University, will deliver a 
lecture on “ Development of Modern Renal Physiology” in the 
Physiological Laboratory theatre on Monday, July 24, at 5 p.m. The 
lecture is open without fee to all members of the University. 

The following appointments, all from October 1, are announced: 
Reader in Clinical Psychology, D. Russell-Davis, M.D. University, 
Lecturers in Anatomy, J. W. Millen, M.D., H. Butler, M.B., B.Chir., 
and M. Harty, M.B., B.Ch. University Demonstrators in Anatomy, 
W. M. Keynes, M.B., B.Chir., J. D. Lever, M.B., B.Chir., D. Bulmer, 
M.B., B.Chir., and W. J. St. E. G. Rhys, M.B., B.S. 


UNIVERSITY OF GLASGOW 


The following degrees were conferred on July 8: 

M.D.—'L. R. C. Agnew, R. D. C. Brackenridge, *J. C. P, Logan, 
D. L. Mackenzie, ‘J. H. Ramage, "J. MacK. Sutherland, *T. 
Symington. 

Cu.M.—R. A. R. Taylor. 

M.B., Cu.B.—James Adam (Troon), James Adam (Blairgowrie), 
Elizabeth J. F. Anderson, J. Anderson, T, Anderson, F. A. Arcari, 
Margaret S. Baillie, W. H. Bain, Mary M. S. Bannatyne, J. Barker, 
J. R. Barr, T. B. Begg, J. I. Bennet, W. P. Black, N. J. Blacklock, 
I. A. Boyd, Jessie M. McM. Boyd, R. J. I. Boyd, J. P. Boyle, 
M. T. D. Braide, E. Brookes, W. C. Brown, J. C. Bryce, Isabella R. 
Buchanan, H. Budge, T. Burnet, J. L. Cameron, D. A. F. Campbell, 
J. B. Campbell, Margaret R. Campbell, F. J. Cherington, J. A. 
Clark, Elizabeth J. Coulter, Winifred Coutts, Ann C. Coyle, A. P. 
Crawley, Margaret W. Devlin, Evelyn J. W. Dobson, W. P. Duguid, 
A. Edgar, R. F. Edington, B. D. Fairgrieve, W. Ferguson, A. G. 
Findlay, F. B. Findlay, I. W. Fingland, W. L. Flanagan, J. G. 
Fraser, Diana M. Game, I. A. M. Gibb, W. M. Gilmour, Ellen W. 
Givens, C. Gold, D. P. Gourlay, A. C. Gow, P. A. Graham, A. D. 
Hally, Katherine M. Harvey, Margaret T. Harvey, J. W. D. 
Henderson, R. V. Henderson, Eileen E. Hill, Ruby D. McI. Holms, 
C. C. Hosie, Dorothy W. Hunter, D. C. Hutchison, A. E. Ikomi, 
Hazel E. Jackson, J. Jamieson, Constance M. Jarvie, B. A. 
Johnson, H. B. Kennedy, Joyce C. Ker, Elaine H. M. Kerr, 
Mary C. W. Kerr, W. Lang, Mary R. Lindsay, N. H. Logan, 
E. O. Lundholm, Helen S. McArdle, Katherine M. McArthur, 
Mary H. McArthur, J. A. C. MacAuley, Helen M. M. McCallum, 
I. S. Macdonald, Jessie Macdonald, Margaret M. Macdonald, 
A. I. Macdougall, Norma M. C. A. McFarlane, T. Macfarlane, 
D. D. Macfie, Margaret R. MacD. McGilvary, D. D. R. MclInroy, 
J. Macintyre, K. S. Mackenzie, J. A. McKinnon, W. P. Maclay, 
Margaret E. Maclean, I. S. McLeish, Elizabeth J. McLelland, 
Aileen.C. McMillan, J. McNeill, Mary R. Mactaggart, J. MacVicar, 
Agnes J. H. McWilliam, Agnes J. H. Malcolm, J. G. Mann, J. P. 
Masterton, I. D. Melville, R. S. Miller, J. G. Mone, J. D. Murchison, 
Margaret R. H. Murray, J. W. Nudelman, Jj. Patterson, R. T. 
Pettigrew, R. Pringle, E. G. Ramsay, A. M. Rankin, J. P. Reid, 
T. M. Rein, H. Richmond, A. R. Robertson, I. P. C, Robertson, 
L. D. S. Rogen, A. A. Schwarz, J. S. Scott, D. A. Seaton, D. 
Sherret, Janet A. Sinclair (neé Kilpatrick), A. C. Smith, G. L. 
Smith, R. G. Sommerville, D. McD. Sproull, J. H. Stewart, W. N. 
Stirling, H. M. Strathern, N. W. Struthers, Audrey J. C. Symons, 
A. M. Thomson, J. Thomson, J. R. Thomson, J. Torley, Julia 
Torrance, J. D. Tripney, Dorothy M. B. Ward, W. C. Watson, 
A. W. G. Weir, Jessie M. R. Weir, A. W. O. Williams, R. E. D. 
Williams, G. Wilson, Helen C. Wright, W. B. Wright, R. O. Wynn, 
L. W. McK. Yelland, A. B. Young, N. Young. 

‘With high commendation. *With commendation. ‘*With 
honours. 


UNIVERSITY OF EDINBURGH 
On July 6 the honorary degree of LL.D. was conferred 6n Professor 
Robert William Johnstone, Professor Emeritus of Midwifery and 
Diseases of Women in the University, Honorary Consultant in 
Obstetrics and Gynaecology to the Royal Infirmary, Edinburgh, and 
Consultant Adviser in Obstetrics to the Department of Health for 
Scotland. 


UNIVERSITY OF DUBLIN 
ScHOOL OF Puysic, TRINITY COLLEGE 


Frederick Stanley Stewart, M.D., M.R.C.P.I., has been appointed 


to the Chair of Bacteriology and Preventive Medicine in succession 
to Professor J. W. Bigger, who retires at the end of September. 
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Dr. Stewart graduated M.B., B.Ch., B.A.O. at the University of 
Dublin in 1942 and proceeded M.D. two years later. In 1946 he 
took the M.R.C.P.I. For seven years he has been Assistant and 
Lecturer in Bacteriology at Trinity College and has published papers 
on Rh immunization and on the antigenic modification of red cells 
by periodate. : 

The following medical degrees, etc., were conferred on July 5: 

M.D.—L. A. Kerwood, D. E. Mellon. ; 

M.Cu.—D. S. Quill. 

M.A.O.—M. T. S. Conradie, H. FitzGibbon, M. Ll. McCauley. 

M.B., B.Cu., B.A.O.—J. N. Adair, R. A. L. Agnew, T. M. Bam- 
ford, Reva Berstock, Germaine H. Boland (formerly Ross), K. F. X. 
Bourke, Doris B. Brownell, S. H. Buchalter, A. M. Cantor, G. 
Caplin, Anne L. J. Cusack, P. A. H. Davis, K. K. O. Bentsi-Enchill, 
Renee A. Fleury, Jane C. Gatliff, M. J. H. Hamilton, Mabel M. H. 
Hodgins, D. A. A. Lane, Sylvia Lath, Phyllis M. Lee, C. D. Levis, 
J. W. Lewis, W. C. McCord, F. J. McHugh, J. C. McLean, Helen P. 
Manning, E. A. Martin, R. Nelson, Hilary G. Orr, H. Parsons, 
Pauline M. Poole, Elinor D. U. Powell, J. A. N. Poynton, V. P. 
O’Sullivan Quinn, Anna I. Roberts, W. B. Seale, A. A. Sweeney, 
Annie M. G. Troughton, Mildred Vilensky, Margaret P. Wallace. 

LICENCE IN MEDICINE, SURGERY, AND OBSTETRIC ° SCIENCE.—D. 
Miller. 


UNIVERSITY OF DURHAM 


George Algernon Smart, M.D., M.R.C.P., lecturer in medicine in . 


the University of Bristol, has been appointed to the Readership in 
Medicine at Newcastle. 


UNIVERSITY OF LONDON 


Professor A. A. Moncrieff has been appointed representative of the 
University at the sixth International Congress of Paediatrics to be 
held at Zurich from July 24 to 28. 

The following have been appointed, or nominated for appointment 
or reappointment, as representatives of the University on the govern- 
ing bodies indicated in parentheses: Dr. R. A. Willis (Royal Cancer 
Hospital); Professor J. M. Mackintosh (Council of Management, 
Slough Industrial Health Service, Ltd.); Dr. C. E. Newman (West 
London Hospital. Medical School). 

The list of approved institutions for the purposes of the M.D. and 
M.S. degrees under the revised regulations will be as follows: 
Charing Cross Hospital and Medical School; Guy’s Hospital and 
Medical School; King’s College Hospital and Medical School; 
London Hospital and Medical College; Middlesex Hospital and 
Medical School; Royal Dental Hospital of London and School of 
Dental Surgery; Royal Free Hospital and School of Medicine; 
St. Bartholomew’s Hospital and Medical College; St. George’s 
Hospital and Medical School; St. Mary’s Hospital and Medical 
School; St. Thomas’s Hospital and Medical School; University 
College Hospital and Medical School; Westminster Hospital and 
Medical School; Hammersmith Hospital and the Postgraduate 
Medical School of London. 

The appointments of house-physician and deputy resident medical 


officer at St. James’s Hospital, Leeds, have been approved for the . 


purposes of the M.D. examination, Branch I. 

The Netherne Hospital, Coulsdon, Surrey, and the Belmont 
Hospital, Sutton, Surrey, have been added to the list of recognized 
mental hospitals for the M.B., B.S. degrees. 

The following candidates have been approved at the examination 
indicated : 

ACADEMIC POSTGRADUATE D1PLOMA IN MEDICAL RADIOLOGY 
(Diacnosis).—Part I: A. K. Banerji, P. Purcell, H. Ward. 

The following candidates at the London School of Hygiene and 
Tropical Medicine have been approved at the examination indicated : 


ACADEMIC POSTGRADUATE DIPLOMA IN BACTERIOLOGY.—J. D. 
Abbott, B. E. Andrews, S. M. H. Bokhari, Naomi Datta, A. D. 
Evans, C. R. Knappett, G. L. Le Bouvier, Elinor W. McCloy, J. P. P. 
Mackey, G. B. B. White. 

ACADEMIC POSTGRADUATE IN PusBLic HeaLtH.—K. J. 
Adams, A. S. Beadel, *H. E. A. Carson, H. D. Conway, P. R. 
Cooper, D. Crichton, C. C. Draper, J. J. Duffy, *M. Gelfand, F. C. 
Griggs, Ll. F. Gunaratna, F. J. Ingham, S. I. Kadama, Doreen 
Landreth-Smith, *M. M. Lewis, Low Chin Seang, Muriel J. Lowe, 
*R. W. McConnachie, Alison D. McDonald, R. Malan, F. W. 
Mount, K. C. D. Perera, W. S. Perera, H. T. Phillips, Eileen M. 
Ring, Lore M. Schulte-Frohlinde, W. D. L. Smith *G. H. 
Stuart, Ping-Ming Teng, D. A. Thamotheram, J. D. Tonkinson, 
W. C. Turner, J. M. Urquhart, *P. A. M. van de Linde, P. H. 
Vernon, J. L. Walsh, F. L. Wheaton, W. A. Young. 

*Awarded a Mark of Distinction. 


UNIVERSITY OF MANCHESTER 
The following candidates have been approved at the examinations 
indicated : 
M.D.—H. J. Beard, D. L. Chadwick (with commendation), H. 


. Lempert, Helen E. Smith, A. B. White. 


FinaL M.B., Cu.B.—Old Regulations: R. M. Ashton, H. G. Fleet- 
wood, Jean M. Halliwell, G. M. Ingall, G. Jessup, B. P. Jones, 
Margot Nelken, A. Noar. New Regulations: B. L. Alexander, R. D. 
Atherton, W. de C, Baker, Flora M. Bisset-Smith (distinction in 
surgery), S. M. Broman, P. Burgess, Muriel D. Carr, Barbara M. 
Couldwell, E. J. Epstein, J. D. Evans, M. C. Flasher, M. Fox, 
G. Garrett, F. G. Hardman, B. Higgins, S. G. Jeffs, W. Kerns, 
P. B. Lees, B. J. Leonard, M. A. Lerner, W. H. Lyle, Maria R. 
Mackay (with honours and distinction in surgery), Nancy Parkin, R. 
Price, G. V. Purnell, K. L. Purnell, J. Robinson, Dora M. J. 
Rosbotham, R. Schofield, S. Shubert, Beatrice M. Swift, Hazel W. 
Symon, G. M. Watson, Sheila M. E. West, A. M. Womack. 
—- IN PsYCHOLOGICAL MEDIcINE.—Part I: L. G. Nicol, T. P. 

ith. 
UNIVERSITY OF LIVERPOOL 
The following candidates have been approved at the examinations 
indicated : 

M.D.—A. Ansell, K. Dumbell, T. R. Littler, R. Marcus, P. W. 
Robertson, G. D. Scarrow. 

Pu.D.—In the Faculty of Medicine: Margaret E. Hayward. 

M.Rap.—Part II (Old Regulations): J. Ainsworth, Constance M. 
Davis, G. J. M. Teunon. 

M.B., Cu.B.—' *Kathleen Byrne, *? 7B. L. Evans, ' *J. P. Stanfield, 
Rosie Ali, Barbara E. Batty, F. H. Beddow, J. J. Cameron, D. H. 
Carr, Sheila R. Clarke, S. W. J. Coventry, W. K. Cowan, J. L. 
Donovan, Joan M. Duncan, Sheila H. E. Fairweather, A. K. Frazer, 
Lavinia Freeborough, J. N. Gaskell, P. H. Grace, *Winifred J. A. 
Graham, D. R. W. Haddock, Kathleen E. C. Hamilton, Muriel 
Henshall, Betty E. Hodgkinson, Doreen Jacobs, H. M. Johnson, 
G. Jones, C. R. Kay, Mimi Keidan, Margery J. King, K. M. 
Loebenstein, Eileen P. McLeavey, A. C. Macartney, W. Melrose, Jean 
M. Naylor, E. A. Nieman, J. Parkhouse, Brenda M. Price, Jean A. 
Raffle, T. D. Reilly, H. Riad, Joan Richardson, Mona V. Rivlin, 
Blodwen E. J. Roberts, Hilary G. Rubin, Gwendoline D. Salter, 
R. W. Saul, Beryl M. Sheffield, H. A. D. Shirlaw, R. Steinberg, 
June Stevenson, J. S. V. Surman, J. Thompson, E. Toke, H. Wilson. 

D.P.H.—L. N. Gould, A. Haji Alias, J. T. O’Sullivan, H. N. Singh, 
L. S. Stephens. 

1With second-class honours. *With distinction in surgery. *With 
distinction in obstetrics and gynaecology. 


UNIVERSITY OF SHEFFIELD 


At a meeting of the University Council held on July 7 Charles 
Scott Russell, M.B., Ch.B.Ed., F.R.C.S.Ed., M.R.C.O.G., was 
appointed to the newly created full-time Chair of Obstetrics and 
Gynaecology in the University of Sheffield. In 1946 Mr. Russell was 
appointed Assistant Director in the Department of Obstetrics and 
Gynaecology of the University of Manchester and _ resident 
obstetrician and gynaecologist at St. Mary’s Hospitals and in 1949 
became Reader in Obstetrics and Gynaecology. Other appointments 
were made as follows: Lecturer in Medicine, W. Whitaker, M.D., 
M.R.C.P. Assistant Lecturer in Physiology, R. Crampton, M.B., 
Ch.B. Part-time Lecturer and Clinical Teacher in Chest Diseases, 
C. S. Darke, M.D., M.R.C.P. Part-time Lecturer and Clinical 
Teacher in Venereal Diseases, D. J. Campbell, F.R.C.P.Ed., D.P.H. 


UNIVERSITY OF BRISTOL 


“The following candidates have been approved at the examinations 


indicated : 

Finat M.B., Cu.B.—R. J. Ancill, '?W. A. W. Dutton, '*M. D. 
Turner, P. J. D. Benjafield, H. J. Bland ‘Margaret H. Buston, E. R. 
Duchesne, F. V. Eastman, Doreen A. Ellis, C. C. Ewing, Z. Fluss, 
J. C. Gregg, R. Hill, E. A. W. Houghton, G. A. K. M‘C. Jahans, 
Megan, D. M. Johnson, *H. I. Leigh, G. Lucas, Jean M. Menzies, 
G. W. B. Peel, *Barbara M. Philpott, L. P. Spence, L. A. D. Tovey, 
Joan Walker. Passed in Group II only: C. E. Dickson, H. Maxwell. 

DIPLoma IN Pusiic HEALTH (Part II).—A. J. Board, E. L. Fawssett. 

DIPLOMA IN PsycHoLocicaL MeEpicine (Part Il).—M. W. Annear, 
J. A. Bickford, R. M. Ellison. 

'With secdénd-class honours. *With distinction in obstetrics. *With 
distinction in public health. ‘With distinction in child health. 


-. ‘ROYAL COLLEGE OF SURGEONS IN IRELAND 
The following received the Fellowship of the College on July 7: 
J. D. Cunningham, J. Conroy, D. J. F. Devane, T. J. Mills, J. P- 


O'Neill, A. T. S. Paul, D. L. Robinson. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended July 1. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) Begiend and Wales (London included). (b) 
London (admi: county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
& London (administrative county). (c) The 16 principal towns in Scotland. 
4) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 
wn —— seaetee no cases; a blank space denotes disease not notifiable or no 


1950 1949 (C dingWeek 
t (Corresponding ) 
(a) |) ©] @ © 
Meningococcal infection 30; i] 15 1 4 2 2] — 
Diphtheria 13 1} — 73} 17) 244 6 5 
262, — | — 66} 43); — 
1 
ipelas 33} 4 18} 3 
Infective enteritis or 
ander 2 
years 31 39 
4 2 2 177 4) 
Measies* | 8,918) 626} 291) 106] 6,863) 613) 301] 200) 153 
Deathst 2| — 1j— | — 
52} 4) 10) —| — 
Paratyphoid fever 17; 3) — 31 
Pneumonia, infi 335} 123 4) — 334) 25) 3) 10) 4 
Deaths (from influ- 
enza)t 4 1 7; — 1} —j— 
Pneumonia, primary .. 159] 153} 25 
Deaths aa 108} 17 5} 111) 17 9 64 
~ acute 160} 13} 47) 4 1 52} 2 
Deat il 1 3} #1 
Puerperal fever 7 6 
Deaths 
Puerperal pyrexiaj| 70; 10) 8s} 3) 3 1] — 
Deaths sid 
Relapsing fever —| — _ 
Scarlet fever .. | 1,085} 63) 131] 67) 57] 1,137) 76) 175} 68) 57 
Deaths 
‘ 1} 2 1 8s} 22a 
t 
Whooping-cough 3,920} 234) 287} 95} 41] 2,181} 90} 57) 87) 8 
Deaths (0-1 year) 215} 27) 38) 25) 14) 216) 25) 38) 18) 11 
Deaths (excluding still- 
births) | 4,081) 636) 491} 159) 110] 4,183) 616) 561] 154) 116 
Annual 
. 1,000 persons li 9-9 11-3) 9-5 
Live births .. | 7,050)1151] 422) 249] 7,666/1197|1010) 425) 251 
Annual rate per 1,000 
persons living yen 17:8 20-3) 26-3 
Stillbirths 186} 19) 22 193} 26) 29 
stillborn) .. “a 24 28 


* Measles is not notifiable in Scotland, and the returns are therefore an 


only. 
Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 

t Includes form for England and Wales, London (administrative 
id poli halitis for Englan 

rom i itis and polio-encephalitis for d 

and Wales, London (administrative county), are combined. 

Lintutes puerperal fever for England and Wales and Eire. 
Primary pneumonia no longer notifiable in Eire. . 


EPIDEMIOLOGICAL NOTES 


Food-poisoning at Horden 


The outbreak of food-poisoning at Horden was briefly reported 
in these columns last week (July 15, p. 174). At 11 p.m. on 
Sunday, July 9, the medical officer of health of Easington 
R.D.C., to whom we are indebted for this information, was 
told by the senior partner in a practice of five doctors in the 
village of Horden that a large number of patients had been 
seen during the week-end complaining of symptoms which were 
suggestive of food-poisoning. The doctors concerned thought 
that the food responsible was probably some pork. 

Early on Monday, July 10, the whole of the senior sanitary 
inspector’s staff was put to work on the investigation. A rapid 
survey of 15 households, in which there were 28 patients, 
showed that the doctors’ suspicions were probably correct, 
and that the vehicle of infection was pork which had been 
eaten in the form of sandwiches, sausages, pies, pigs’ cheek, 
and also used as an ingredient of pease-pudding. A visit was 
immediately paid to the butcher’s shop by the senior sanitary 
inspector, who was unfortunately unable to obtain even a frag- 
ment of the cooked meat but was able to secure the remainder 
of the suspected carcass. Portions of this carcass were immedi- 
ately dispatched to the Public Health Laboratory, Newcastle- 
upon-Tyne, for bacteriological examination. During the 
Monday afternoon one specimen of faeces and one speci- 
men of vomit from patients were also sent to the same 
laboratory. Further specimens were sent on Tuesday. By 
that afternoon Dr. R. Norton, the bacteriologist, had obtained 
colonies of organisms, both from the suspected pig carcass and 
from the faeces and vomit of two patients, which he thought 
were probably of the salmonella group. On the morning of 
Wednesday, July 12, he was able to state that these organisms 
were salmonella and probably of the Newport type. This has 
since been confirmed. Detailed investigation suggested that the 
number of persons involved in the outbreak was between 450 
and 500. The infected pork in its various forms was on sale 
throughout Friday and Saturday, July 7 and 8, and the first 
cases appeared to have been taken ill about midday on Satur- 
day. The interval between consuming the infected food and 
the onset of symptoms varied considerably, being from 18 to 
96 hours. 

The predominant symptoms were headache, severe gener- 
alized pains, shivering, and sweating, together with pyrexia, 
followed by vomiting, diarrhoea, and colicky abdominal pains. 
The duration of the attack also varied, some patients recover- 
ing fairly rapidly and returning to work on the morning of 
Thursday, July 13, while in others the illness lasted several 
days. Five patients were admitted to the Sunderland 
Infectious Diseases Hospital. 

Subsequent investigation into the history of the infected 
pig carcass showed that it was received into the Ministry of 
Food slaughterhouse at Station Town, Wingate, on July 3 as 
a dressed carcass of sow pig unaccompanied by pluck, stomach, 
or intestines. ‘The carcass was that of a well-nourished animal, 
was well bled, and was free of any visible abnormality in the 
musculature. Lymph glands and serous membranes were 
normal, but it was observed that the kidneys were paler than 
usual and there was some superficial scarring of the teats. The 
carcass had set well, and in the absence of any positive evidence 
of disease the kidneys and scarred belly tissues were removed 
and the carcass passed for human consumption. It was then 
delivered to the butcher the following day. 

Between July 4 and 6 he prepared a mould of pig cheek 
and a quantity of pork pies and pease-pudding, the latter being 
enriched by pork stock. Approximately 40 lb. of pork sausage 
was made from one loin, and the two shoulders were boned, 
boiled, and finally baked for sale in the form of sandwiches. 
The remainder of the carcass, which involved one loin and 
both legs, was reserved for manufacture and sale the following 
week and was in a refrigerator on the premises at the time of 
the inspector’s first visit on July 10. 

Later inquiries revealed that the pig had been bought by a 
local pig-keeper six months previously for breeding purposes. 
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_ Gives prompt yet prolonged anti-asthmatic 
action, with minimum risk of side-effects. 


Of particular value in stubborn cases of bronchial 


asthma, or where a previous treatment has lost 


its efficiency. 


@ Contains isoprenaline sulphate per cent, 
papaverine hydrochloride 2 per cent, and atropine 


methonitrate 0°2 per cent. 


This new preparation, which is available in vials of 10 c.c., is additional 
to the range of ‘ Neo-Epinine ’ Products issued by B. W. & Co. In many 
cases effective relief can be obtained by using ‘Neo-Epinine’ compressed 
products (sublingually), or *Neo-Epinine’ No. | Spray Solution (by oral 
inhalation). An all-glass spray, such as the ‘Agla’ brand Atomiser, 
should be used when either the No. 2 Compound Solution or the 


No. | Spray Solution is administered. 


‘NEO-EPININE’ NO. 2 


COMPOUND SPRAY SOLUTION 


BURROUGHS WELLCOME & CO. (fHe weticome FouNDATIONLTD.. LONDON 
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RY b L, . Fine shades and distinctions seldom count so much as in the interpreta- 

74 t ef (4 es of tion of a radiograph. Indeed, the ultimate diagnosis may well hinge on a 

subtlety of shadow only revealed when adequate density and definition 

‘ A de have been obtained. To aid in achieving these standards, Glaxo contrast 


media cover a wide radiographic field. ‘Pyelosil’ and ‘Pyelectan’ are the 

ll two standard preparations for excretion pyelography. In radiography 

ee 4 of the gall-bladder by the "single-dose '’ technique, Pheniodol Glaxo 

provides a safe and reliable contrast medium; and, for detection of 

abnormalities affecting the spinal column, ‘Myodil’ affords successful 
visualisation without fear of irritation. 


PYELOSIL Brand solution of Diodone 


35% and 50% solutions: 20 cc. ampoules in boxes of | and 5 
70% solution: 20 cc. and 50 cc. ampoules. 


PYELECTAN Brand of injection of lodoxyi: 


20 cc. ampoules in boxes of I and 5. 
Pyelectan (Retrograde) 10 cc. ampoules. 


PHENIODOL Glaxo 


Granules, 6 gram tube (1 dose) in boxes of | and 8 
Tablets, tube of 6 (1 dose) in boxes of | and 8. 


Glaxo contrast media are exhibited on STAND 60 
éth International Congress of Radiology, 


Royal Horticultural Halis, Westminster, London, S.W.1. 
ely MYODIL Brand Ethyl iodophenylundecylate 
: 3 cc ampoules in boxes of 3 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 


WORKERS WITH 
MINOR INJURIES 


~ _ The principle of “throwing” pottery remains the same as in 
Biblical’ times. But now-a-days the potter’s wheel is propelled 
by an electric motor. Throughout the day the potter’s ds 
are covered with soft clay; the possibility of injury is heightened 
i mechanisation. Cuts and minor injuries have to be 
protected without interference with work. 
This is a constant problem for the Industrial Medical 
_ Officer, the Hospital Casualty Officer and the General 
Practitioner. Waterproof Elastoplast has been intro- 
duced to meet this problem and already has proved 
ideal for the initial treatment of injuries where the 
operative is in contact with liquids yet able to remain 
at work. 
Waterproof Elastoplast isdn free supply, in a range of 


FIRST AID 
Elastoplast DRESSINGS 
AND PLASTERS 
SES = TRADE MARK 


MEDICAL & FACTORY FIRST AID OUTFITS 
UNIT PACKS. lin. & 2in. x 3 yds. PLASTERS 
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EPIDEMIOLOGY SECTION 


teeta the birth of a litter om June 13 the pig suckled its 
young for two weeks and then gradually went off its food. 
A veterinary surgeon brought in by the pig-keeper at this stage 
suspected intestinal obstruction, but in the absence of any 
appreciable improvement in the animal’s condition the owner 
decided to slaughter it, and on the afternoon of Saturday, 
July 1, this was done by a local slaughterman, who personally 
examined the intestines in detail in an effort to trace the 
suspected obstruction. Under the mistaken impression that 
the pluck, stomach, and intestines were of no value the owner 
buried them. According to the statement of the owner, the 
slaughterman who killed and dressed the animal, and the 
veterinary surgeon who previously treated it and who saw 
the carcass, were satisfied that apart from some enlargement 
of the liver the pluck and intestines were normal in all respects. 

All the nine specimens of stools from patients sent to the 
laboratory on Tuesday, July 11, were reported to’ be posi- 
tive, as were also the stools from the five members of the 
butcher’s family and staff. Every member of the latter, with 
the exception of the butcher himself, had eaten some portion 
of the infected pork. The positive result from the butcher 
himself is not easy to explain, but in view of the fact that he 
handled both the infected carcass and the products therefrom 
it seems likely that he infected himself from them. At present 
it is thought that the origin of the outbreak was the infected 
pig carcass rather than any contamination by a carrier. Further 
bacteriological investigations, however, are still being carried 
out on the remains of the pig carcass. 


Poliomyelitis 


The numbers of notifications of poliomyelitis in the week 
ended July 8 were: paralytic cases 139 (124), non-paralytic 
cases 73 (36). Figures for the previous week are given in 
parentheses. Although the total increase is a considerable one 
—from 160 to 212—it is largely due to the doubling of the 
notifications of non-paralytic cases. This suggests that practi- 
tioners are being particularly vigilant at the present time. The 
highest incidence is still in the Midlands, although the figures 
for Warwickshire have declined a little. The principal increases 
were in Worcestershire, London, and Lancashire. 


Discussion of Table 


In England and Wales there were increases in the notifications 
of whooping-cough 174, scarlet fever 112, dysentery 49, and 
acute poliomyelitis 18; the only decrease of any size was in 
the incidence of measles 168. 

The largest falls in the incidence of measles were Kent 117, 
Warwickshire 104, Durham 103, and Middlesex 92 ; the largest 
rises were Yorkshire West Riding 105 and Lancashire 90. The 
south-eastern counties, with an increase of 56 notifications, 
accounted for half the increase in the incidence of scarlet fever. 
The largest increase in the notifications of whooping-cough was 
Northumberland 36. There was very. little variation in the 


_ local returns of diphtheria. 


The largest returns of dysentery were Yorkshire West Riding 
74 (Bradford C.B. 30, Shipley U.D. 16, Sheffield C.B. 8); 
Lancashire 48 (Preston C.B. 18, Oldham C.B. 6, Liverpool C.B. 
6) ; Staffordshire 26 (Coseley U.D. 13, Smethwick C.B. 6, Bilston 
M.B. 6); Durham 23 (Stanley U.D. 13); Surrey 11 (Croydon 
C.B. 8); and Yorkshire East Riding 10 (Kingston-upon-Hull 
C.B. 10). The largest outbreak of food-poisoning during the 
week was in Staffordshire, Wednesbury M.B., where there were 
120 notifications. 

The largest rise in the notifications of acute poliomyelitis 
was Staffordshire 9. The largest returns were Warwickshire 47 
(Birmingham C.B. 41) ; Staffordshire 18 (Rowley Regis M.B. 9, 
Sedgley U.D. 3); London 13 (St. Pancras 3, Woolwich 3); 
Worcestershire 11 (Halesowen M.B. 5); and Lancashire 11 
(Liverpool C.B. 3). Apart from these centres the largest noti- 
fications came from Sussex, Brighton C.B. 4, and Middlesex, 
Uxbridge U.D. 3. 

In Scotland there were decreases in the notifications of 
measles 151, whooping-cough 33, and dysentery 15, with 


increases in the incidence of acute primary pneumonia 35 and 
acute poliomyelitis 10. The largest returns of dysentery were 
Glasgow 65, Edinburgh 13, and Dundee 11; each of these 
cities, in contrast to the trend for the country, showed a 
increase in incidence. The chief feature of the returns 
diphtheria was a rise of 8 in Glasgow; only one cage an 


notified in this city in the preceding week. Of the 47 cases of 


poliomyelitis 27 were notified in Glasgow, 12 more than in 
the previous week. 

In Eire a rise of 14 in the notifications of whooping-cough 
was the largest fluctuation in the trends of infectious diseases. 
This increase was contributed by the country districts; in 
Dublin C.B. a decrease of 11 was reported. 

In Northern Ireland a fall of 17 in the notifications of 
measles was the only variation of any size in the returns of 
infectious diseases. This decrease occurred mainly in Belfast 
C.B. Of the 10 cases of poliomyelitis 8 were notified in Belfast 
C.B., an increase of 2 over the preceding week. 


Week Ending July 8 


Notifications of infectious diseases in England and Wales . 


during the week included: scarlet fever 1,031, whooping-cough 
3,934, diphtheria 63, measles 8,955, acute pneumonia 281, acute 
poliomyelitis 212, dysentery 278, paratyphoid fever 15, typhoid 
fever 2. 


Medical News 


International Congress of Ophthalmology 


The Duke of Gloucester opened the sixteenth International 
Congress of Ophthalmology in London on July 17, and 
scientific and social meetings were held throughout the week. 
Sir Stewart Duke-Elder presided at the opening ceremony, 
which was attended by over 1,000 ophthalmic surgeons from 
all over the world. The Gonin Medal, which is awarded at 
each congress to the individual considered by the International 
Council of Ophthalmology to have made the greatest contribu- 
tion to ophthalmology, was presented to Dr. H. Arruga, of 
Barcelona. Demonstrations of eye operation by television were 
given by surgeons at Moorfields Eye Hospital. Delegates to 
the congress made good use of B.M.A. House, where the Great 
Hall was available as a lounge and social centre. The President 
and Council of the B.M.A. gave a reception for the delegates on 
July 19. A report of the scientific meetings will appear in a 
later issue. 


International Federation of Physical Medicine 


At a meeting recently held in London it was decided to con- 
stitute the International Federation of Physical Medicine. The 
objects of this body are to promote on an international basis 
the study and practice of physical medicine, the term being 
used in the widest sense, and to hold international -conferences 
in this subject. An interim committee was appointed as 
follows: chairman, Dr. Frank Krusen (Mayo Clinic, U.S.A.) ; 
vice-chairman, Dr. Svend Clemmesen (Copenhagen) ; honorary 
secretary, Dr. Philippe Bauwens (London); other members: 
Dr. W. S. Tegner (London) and Dr. Hugh Burt (London). The 
temporary headquarters of the federation will be in London 
(c/o The British Association of Physical Medicine, 45, Lincoln’s 
Inn Fields, London, W.C.2), and it is hoped to hold the first 
congress of the federation in London in July, 1952. 


British Surgeon in Turin 

At a meeting of the Societa Piemontese di Chirurgia on 
June 24, Mr. W. Alexander Law, of the London Hospital, 
spoke on “ Athroplasty of the Hip” and “ Spinal Osteotomy,” 
and operated in the surgical clinic of the University of Turin. 
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London County Medical Society 

There will be no clinical meeting of the London County 
Medical Society during August. An announcement will be 
made giving full details of the next clinical meeting. 


Smallpox Research Grant 

Dr. C. W. Dixon has been sieeated a Leverhulme Research 
Fellowship to study the epidemiology of smallpox and the 
control of variola minor. Dr. Dixon is lecturer and chief 
assistant in the department of preventive medicine and public 
health, Leeds University. 


Wills 

Major-General Sir Charles Gordon Gordon-Watson, K.B.E., 
C.M.G., formerly consulting surgeon to St. Bartholomew's 
Hospital, left £34,122. He left £100 each to St. Bartholomew’s 
Hospital, St. Mark’s Hospital, the British Empire Cancer Cam- 
paign, the Research Department of the Royal College of Sur- 
geons of England, and the Royal Medical Benevolent Fund. 
Sir Thomas Houston, of Belfast, the well-known bacteriologist, 
who left £40,831, bequeathed £1,000 to Queen’s University, 
Belfast, to be used under the direction of the Medical Faculty 
of the University, and £1,000 to the Royal Victoria Hospital, 
Belfast, to be devoted to the equipment and furnishing of the 
laboratory at the Institute of Pathology there. Mr. Herbert 
Ernest Batten, formerly consulting orthopaedic surgeon to 
Charing Cross Hospital, left £16,267; Dr. Ludford Cooper, 
formerly of Rochester, Kent, £34,918, bequeathing £1,000 to 
St. Bartholomew's Hospital, Rochester; Dr. Robert Walpole 
Murphy, of Middleton-in-Teesdale, Durham, £15,119; and 
Dr. John Lawson Dods-Brown, of Wisbech, Cambridgeshire, 
£6,431. 

COMING EVENTS 


Banting Memorial Lecture 

Dr. Maurice Krahl, of St. Louis, U.S.A., will deliver the 
Banting Memorial Lecture at the Medical School, University 
of Birmingham, on Friday, July 28, at 11 a.m. His subject 
is “ Hormonal Regulation of Glucose Utilization by Tissues.” 


Medico-Legal Society 

The Annual General Meeting of the Medico-Legal Society 
will be held at 26, Portland Place, London, W., on Thursday, 
July 27, at 8 p.m., when Dr. R. Sessions Hodge will read a 
paper on “The Hormone Treatment of the Sexual Offender.” 


Harben Lectures 

Sir Leonard G. Parsons, F.R.S., will deliver the Harben 
Lectures, on “ Studies on Child Health,” at the Royal Institute 
of Public Health and Hygiene, 28, Portland Place, London, W.., 
on Monday, Tuesday, and Wednesday, December 11, 12, and 13, 
at 4.30 p.m. Admission is free, without ticket, but those who 
wish to attend the lectures should notify the secretary of the 
institute at the above address. 


_ Refresher Course in Tuberculosis 


The Tuberculosis Educational Institute (Tavistock House 
North, Tavistock Square, London, W.C.) has arranged a 
refresher course in the pathology and immunology of tubercu- 
losis to be held at the Sir William Dunn School of Patho- 
logy, Oxford, on September 19, 20, 21, and 22. The pro- 
gramme is as follows: September 19, 10 a.m., inaugural 
address by Dr. A. Q. Wells; 10.15 a.m., Dr. W. T. U. Pagel, 
“Primary Infection— Immunological and Pathological Re- 
sponses”; 11.45 a.m., Dr. J. W. Clegg, “Superinfection and 
Reinfection—Pathological Aspects”; 2.30 p.m., Dr. J. W. 
Crofton, “ The Theoretical Basis of Chemotherapy in Tubercu- 
losis.” September 20, 10 a.m., Dr. D. Barron Cruickshank, 
“The Tubercle Bacillus—Clinical Bacteriology and Methods of 
Demonstration”; 11.45 a.m., Dr. M. Stacey, D.Sc., “The 
Tubercle Bacillus—Chemical Structure”; 2.30 p.m., Dr. S. 
Roodhouse Gloyne, “ Morbid Anatomy and Bacteriology of 
Apparently Healed Cavities.” September 21, 10 a.m., Dr. V. H. 
Springett, “ Superinfection and Reinfection—Clinical Aspects ” ; 
11.45 a.m., Dr. J. A. H. Wylie, “ Relationship of the Reticuloses 
to Tuberculosis ” ; 2.30 p.m., Dr. Honor Smith, “ Some Effects 
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of Intrathecal Tuberculin in the Streptomycin Treatment of 
Meningitis”; September 22, 10 am., Dr. A. Q. Wells, 
“Vaccination in Tuberculosis and its Problems—Pathological 
Aspects”; 11.45 a.m., Dr. I. Mills Hall, “ Vaccination in 
Tuberculosis and its Problems—Clinical Aspects”; 2.30 p.m., 
Dr. C. M. Fletcher, “Lung Changes Due to Inhalation of 
Dust.” The fee for the course is £5 5s. and for accommoda- 
tion £4. Remittances should be sent to the secretary of the 
institute at the above address. 


Congress of Cardiology 

An International Congress of Cardiology will be held in 
Paris on September 3-9 under the patronage of the President 
of the French Republic. It is being organized by the Société 
Frangaise de Cardiologie on the initiative of the International 
Committee of Cardiology. Full information may be obtained 
from the secretary, 19, Rue Hautefeuille, Paris, 6¢. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures 
marked @. Application should be made first to the institution 
concerned. 


Monday 
CAMBRIDGE UNIVERSITY.—At Physiolo; ical Laboratory Theatre, 
Cambridge, July 24, 5 p.m., “ Development of Modern Renal 
Physiology,” by Professor Homer Smith (New York). 


Friday 
MeEpicaL Society FOR THE STUDY OF VENEREAL Diseases, 11, 
Chandos Street, Cavendish Square, London, W.—July 28, 7.30 p.m., 
29th annual general meeting. “‘ Random Reflections,” Presidential 
address by Dr. Robert Lees. 


APPOINTMENTS 


CULLEN, S. V., M.B., Ch.B., School Medical Officer, Isle of Man. 

Lewis, J. K., M.B., Ch. B, D.A., Consultant Anaesthetist, West Cornwall 
Clinical Area. 

MEREDITH, Davip ERYL, M. 2. Jan R.C.P., Consultant Physician to the Clwyd 
and Deeside Hospitals, North W 

Norman, A. P., M.B.E., M.D., “mac?. D.C.H., Visiting Physician to Hos- 
pital for Sick Children, Great Ormond Street, "London, Ww. C., and Deputy Director 
of the Institute of Child Health 

Rosson, T. W., M.B., Ch. B, D.P.H., Medical Officer of Health and School 
Medical Officer, County Borough of Dewsbury. 

SUTHERLAND, Mary, M.R.C.S., L.R.C.P., Orthopaedic Registrar, York 
County and City Hospital. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 
a -—On July 13, 1950, at The London Hospital, to Sylvia, wife of Dr. J. D. 
jury, a 
—- “Suly 6, 1950, at Brighton, to Peggy, wife of Dr. T. A. Copp, a 
ughter 
Crossfield.—On June 1, 1950, at 1015, 7th Avenue West, Calgary, Alberta, 
Canada, to Isobel, wife of P. O. Crossfield, M.D., M.R.C.P., D.C.H., a 
daughter—Fiona June. 
Elliman.—On July 5, 1950, at St. David’s Wing, Royal Northern Hospital, to 
Hazel (formerly Brown), wife of Dr. H. Elliman, M.D., a daughter. 
Hart.—On July 11, 1950, at Westminster Hospital, to Maureen (formerly 
Tully), wife of Dr. Frank Dudley Hart, a son. 


MARRIAGE 
Arthurton—Edmonds.—-On July 15, 1950, at ~ a Malcolm William 
Arthurton, M.R.C.P., to Evelyn Florence Edmonds. 


DEATHS 


Bazett.—On July 12, 1950, Henry Cuthbert Bazett, C.B.E., M.C., M.D., 
F.R.C.S., of Philadelphia, U.S.A., aged 65. 

Bone.—On July 9, 1950, at Four Winds, Frimley Green, Surrey, Elizabeth 
Honor Bone, M.D., formerly of 86, Porchester Terrace, London, W 

Dawson.—On July 9, 1950, at Rayleigh, Essex, Reginald Branch Dawson, 
M.R.C.S., L.R.C.P., late of Leigh-on-Sea. 

Dixon.—On Ts 6, 1950, at Lindo Wing, St. Mary’s Hospital, Paddington, 
London, Joyce Dixon, M.B., B.S., aged 28. 

Hainsworth. be July 14, 1950, John William Hainsworth, M.B., Ch.B., of 
Newcastle-upon-Tyne, late of Greengates, Bradford, aged 83. 

Ham.—On July 2, 1950, at Coventry, Constance Irene Ham, M.D., F.R.C.S.Ed. 

Hu -—On March 29, 1950, at Pine Hill, St. Michael, Barbados, B.W.I., 
Sir John Hutson, O.B.E., V.D., M.B., C.M., D.P.H., aged 91. 

Kerr.—On July 13, 1950, at Ardfenaig, Argyll, Neil Thomson Kerr, M.B., C.M. 

Lane.—On July 7, 1950, at The London Hospital, Harold Dunmore Lane, 
M.C., M.R.C.S., L.R.C.P., of 56, London Road, Twickenham, Middlesex. 

McGrenahan.—On July 4, 1950, at 6, Cleveland Road, Wolverhampton, 
William Patrick McGrenahan, L.R.C.P.&S.Ed., L.R.F.P.S.Glas. 
McMurdo.—On July 8, 1950, at Addlestone, Surrey, Fergus William Hamilton 
McMurdo, M.B., Ch.B. 

Matthew.—On Julv 7, 1950, at 9, Walker Street, Edinburgh, Edwin Matthew, 
M.D., F.R.C.P.Ed. 

Mott. —On July 8, 1950, at 5, Wellington Road, Parkstone, Dorset, Raymond 
Culver Mott, M.B., B.Ch., a 73. 

Naismi k —On July 8, 1950, R t Turnbull Easton Naismith, M.B., B.S., 
of Colne House, Slaithwaite, Yorks, aged 54. 

O’Grady.—On June 22, 1950, William Henry O’Grady, L.R.C.P.&S.Ed., 
L.R.F.P.S.Glas., of Tooreen Lodge, Louisburgh, Co. Mayo, aged 66. 
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Any Questions ? 


Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Reactions to Pertussis Vaccine 


Q.—In an annotation on “ Pertussis Vaccination and 
Encephalopathy” (January 14, p. 110) you state, “... If 
the child has had previous convulsions or has any reaction 
to the first injection attempts at vaccination should be aban- 
doned.” What constitutes a reaction? I have used two types 
of combined diphtheria and pertussis vaccine, and with both 
a fairly high proportion of the children injected showed one 
or both of the following reactions within six to twelve hours: 
(1) local swelling and pain at the site of injection; and 
(2) pyrexia varying from 100° F. (379° C.) to 104° F. 
(40 C.), usually accompanied by no local reaction. In the 
child with the temperature of 104° F. this temperature was 
reached six hours after the first injection and did not return 
to normal for four days. In none of these cases were any 
nervous symptoms observed. Is a pyrexial reaction after the 
first injection a contraindication to further injections? If so, 
is it safe to continue with diphtheria prophylactic alone ? 


A.—Reactions to pertussis vaccine may be either local (swell- 
ing and pain at the site of injection) or systemic (some degree 
of pyrexia with general malaise). Local reactions have been 
quite rare among the large number of children given plain or 
alum-precipitated pertussis vaccine in the recent trials in this 
country. Local reactions have been reported more often with 
the combined diphtheria and pertussis prophylactic, but this 
type of reaction can usually be minimized by giving the prophy- 
lactic intramuscularly or deep into the subcutaneous tissues. 
The occurrence of a local reaction would not be regarded as 
a contraindication to further injections. But there is a risk 
particularly associated with intramuscular injection of the 
combined vaccine—the rare occurrence of paralysis in the 
inoculated limb due to poliomyelitis. It might therefore be 
wise not to use the available combined diphtheria pertussis 
vaccines during a period when poliomyelitis is occurring in 
the district. Although the danger of encephalopathy follow- 
ing injections of pertussis vaccine must be extremely small in 
Britain, it may not be so negligible in countries where various 


forms of virus encephalitis are endemic. In any case, it is 
better to avoid giving injections to an infant with a history of 
recent convulsions, or when a child is teething or is suspected 
of incubating an infectious disease. A severe systemic and 
unexplained reaction to a first injection should be regarded as 
a contraindication to further combined prophylactic inocula- 
tions, but small doses of each reagent could be given separately. 


Poliomyelitis and Physical Activity 


Q.—It would appear to be important that the physical 
activity of a child who has possibly been infected with the 
poliomyelitis virus should be restricted. Does this consideration 
also apply to mental activity? As it is practically impossible 
to achieve either of these objects in a young child, say of 4 
years, by ordinary means, can some form of sedation be 
recommended ? 


A.—This is an important question which cannot be answered 
with great confidence. It has been fully confirmed that physi- 
cal activity of any kind after the onset of the pre-paralytic 
(meningitic or major) stage of poliomyelitis is highly danger- 
ous, as it seems to render the spinal cord motor cells more 
vulnerable to the virus. During the epidemic months for polio- 
myelitis, therefore, minor illnesses in children should be treated 
carefully by rest in bed with perhaps 4 gr. (32 mg.) of pheno- 
barbitone twice daily to reduce restlessness. Analgesics should 
also be prescribed if there is pain in the head, limbs, or spine. 
As the nerve cells concerned with mental activity are little 


involved in poliomyelitis, it seems unlikely that mental activity 
is directly harmful, except that in the child excitement leads to 
all kinds of spontaneous movements, which should be kept 
minimal. 

Another aspect of this question is concerned with the possi- 
bility that severe physical activity in a child without symptoms 
may convert an abortive infection with the virus into a major 
or paralytic form of the disease. This is specially important 
in view of the likelihood that most children are infected with 
the virus during an epidemic even though very few have a 
recognizable illness. This question, too, cannot be answered 
with any confidence, but it seems reasonable to advise the 
parents to take some trouble to reduce the excessive activities 
indulged in by many children during summer months. A rest 
in bed after lunch is good for all young children and can be 
encouraged by } to 4} gr. (16 to 32 mg.) of phenobarbitone. 
This may add considerably to the resistance of motor nerve 
cells to the virus of poliomyelitis. 


Treatment of Whitlows 


Q.—What is the approved modern treatment for an early 
whitlow ? At what stage should incision be undertaken ? 


A.—If by whitlow is meant felon or the infection of a pulp 
space by trauma, the treatment consists in the intensive use of 
the antibiotics combined with suitable incision where necessary. 
Early drainage is more important here than elsewhere in the 
finger, as tissue tension rises very quickly in the small fascial 
compartments of the pulp and leads to early spread either to 
the interphalangeal joint or to the flexor tendon sheath. Inci- 
sion therefore should not be delayed, even if full penicillin 
therapy has been instituted previously, unless the signs of 
inflammation disappear within 24 to 48 hours. A unilateral 
incision starting + in. (6 mm.) distal to the terminal inter- 
phalangeal joint line and extending up just short of the apex 
of the pulp affords the best drainage. If free pus is obtained 
counter drainage from the opposite side and a penicillin gauze 
wick for two to three days is indicated. A horseshoe incision 
should be avoided except in cases of obvious disease of the 
terminal phalanx. Immobilization in slight flexion or a digital 
plaster slab, the avoidance of moist dressings, and the continua- 
tion of penicillin therapy constitute the basis of the after- 
treatment. 


Prophylaxis against Syphilis 


Q.—Some textbooks state that the application of 30% 
calomel ointment more than two hours after an infective 
coitus may merely delay the development of a primary sore, 
and modify it to such an extent that the diagnosis may -be 
missed. Is this true? What is the maximum time that should 
elapse between coitus and adequate prophylaxis? What is the 
best method of prophylaxis? 


A.—The application of calomel ointment more than two 
hours after exposure with a person suffering from infectious 
syphilis may destroy surface spirochaetes and either prevent 
the development of a chancre or modify it. Spirochaetes may 
enter the blood stream and lymphatics within a very short time 
after surface inoculation (perhaps within an hour) so that late 
local prophylaxis may kill those on the surface but fail to 
affect those that have penetrated more deeply ; as a result the 
syphilitic infection may be entirely asymptomatic or signs and 
symptoms may be delayed considerably. Obviously the earlier 
local prophylaxis is applied the more effective is it likely to 
be. At no time is it completely effective, but if applied effici- 
ently and within, say, one hour, it should be effective in a high 
proportion of cases. 

The “ best” prophylaxis against syphilis is such treatment as 
has been proved to cure seronegative primary syphilis in a very 
high proportion of cases—for example, 4 million units of 
penicillin. However, much less than this often proves effec- 
tive, and even 200,000 units to 300,000 units taken by mouth 
within a few hours has been reported as preventing infection. 
There is little doubt that thorough washing with soap and water 
immediately after exposure is very effective, otherwise many 
syphilologists would acquire infection through their hands. 
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ANY QUESTIONS ? 


Unilateral Recurrent Irritation of the Tongue 


Q.—I should be grateful for an indication of the possible 
causation and treatment of unilateral recurrent irritation of the 
tongue. The condition has been said to be possibly aphthous 
ulceration, but few textbooks seem to have much detail on 
the subject. A careful routine physical examination has not 
revealed any abnormality and I wonder whether the condition 
is possibly due to some dietary deficiency. 


A.—Unilateral recurrent ulceration or irritation of the tongue 
suggests a mechanical cause, possibly in the form of repeated 
traumata from a denture or a tooth. It would be advisable 
for the patient’s dentist to exclude these possibilities. The sore 
tongue of nutritional deficiency is usually affected symmetric- 
ally. Deficiency of several members of the vitamin-B complex 
is associated with sore tongue ; this symptom has been relieved, 
in different patients, by nicotinic acid, riboflavin, pantothenic 
acid, “ marmite,” and injections of liver extract. Thus, even 
if the clinical phenomena are not characteristic, it is worth 
giving treatment by the vitamin-B complex a trial. There are 
a number of ill-understood conditions in which recurrent ulcera- 
tion of the mouth and tongue have been noted. The condition 
is sometimes associated with a cyclical granulocytopenia. 


Gin and Benedict’s Solution 


Q.—A patient who is a severe diabetic, recently stabilized 
in hospital, is on the following dosage of insulin taken at 
8.15 a.m.: 60 units protamine zinc insulin; 40 units soluble 
insulin. In spite of this, his urine, tested four times daily, 
showed, on testing with Benedict's solution, light or heavy 
green or yellow coloration. He is normally abstemious, but 
a week ago he was persuaded to take two small gins in the 
evening. His urine the next day showed no reaction with 
Benedict's solution. Since then he has taken 4 to 1 oz. (14 to 
28 ml.) of gin at midday and at 7 p.m., and tests with 
Benedict's solution have been completely negative. What is 
the explanation of this phenomenon ? 


A.—In order to offer an explanation more information is 
required about the level of the blood sugar when sugar was 
being excreted in the urine before the gin was taken and its 
level now. It is possible, but unlikely, that the blood sugar is 
now lower than it was, though alcohol is not known to have this 
effect. The more likely explanation is that the threshold of the 
kidney is now higher than it was and sugar is not excreted for 
this reason. Estimations of the blood sugar should be made 
now in order to ascertain whether it is above the threshold 
value of 180 mg. per 100 ml.; if it is, the urine tests are now 
misleading. 

Intravenous Salicylates 


Q.—Is intravenous sodium salicylate useful for rheumatism, 
myalgia, lumbago, etc.? There is a Chinese preparation of 
sodium salicylate 5%, sodium iodide 5%, in a 20-ml. solution 
for intravenous injection, and a similar Indian preparation. 
Both seem to be better than sodium salicylate mixture by 
mouth. Would it be harmful to continue these injections, and 
could they be used, say, in acute rheumatic fever? 


A.—The analgesic effect of salicylates in the symptomatic 
treatment of the conditions nared is undoubted. As salicy- 
lates are rapidly absorbed from the jejunum nothing is gained 
by giving them by injection. Repeated injections of sodium 
salicylate in the high concentrations mentioned will cause 
sclerosis of the veins. In the treatment of acute rheumatism 
an adequate blood concentration of salicylates is achieved by 
regular four-hourly oral therapy. Gastric irritation can nearly 
always be avoided by diluting the medicine with water and 
adding sodium bicarbonate, 10 gr. (0.65 g.) to every 20 gr. 
(1.3 g.) of sodium salicylate. For the very occasional patient 
who is unable to tolerate the drug by mouth, 1,000 ml. of a 
1% solution can be given by slow intravenous drip infusion. 
. The intravenous administration of such large amounts of fluid 
to patients with an acute rheumatic infection, however, carries 
with it the danger of overloading the right side of the heart. 


Plasma-cell Myeloma 


Q.—What is the treatment and what is the prognosis in q 
case of plasma-cell myeloma? This was responsible for q 
pathological fracture of the femur just over a year ago in an 
elderly woman. Should stilbamidine be given? Is any vitg 
min therapy likely to be helpful? What other methods of 
treatment might be tried? 


A.—Plasma-cell myeloma is, in almost every instance, g 
diffuse neoplastic disease of the bone marrow. An occa 
sional case of a solitary tumour has been reported. It is 
assumed that the patient in question has the usual type of 
multiple myelomatosis referred to in the opening sentence, 
This disease is always fatal, the average period of survival 
being between two and three years from the first appearance 
of symptoms. Vitamins have no effect on the course of the 
disease ; stilbamidine and pentamidine have proved disappoint- ' 
ing in most cases although they sometimes relieve pain ; anti- 
monials, such as “neostibosan,” are no more efficacious. If 
there is an apparently solitary lesion which has led to patho 
logical fracture and is causing pain, local irradiation is most 
useful, although giving only symptomatic relief. There is no 
treatment which favourably influences the progress of the 


disease. 
NOTES AND COMMENTS 


Intra-articular Injections for Arthritis—Dr. Lestiz Hartiey 
(Camberley) writes: I was very surprised at the answer in “ Any 
Questions ?”” (May 13, p. 1156) on intra-articular injections for 
arthritis, and I was very pleased to see Mr. Grant Waugh’s com- 
ments (July 1, p. 60). As a patient who has been treated for arthritis 
by this method, the answers I would give are: (1) The results 
obtained have been excellent in most cases. (2) The technique for 
the knee-joint is very simple. An injection of 5 ml. of lactic acid 
(and not 10 to 20 ml. as suggested in the answer) is given into the 
knee-joint with a No. 20 needle 2 in. long of the same type as used 
in ophthalmic surgery for a retrobulbar injection, and it is given with 
the knee in a flexed position. It is not necessary to inject procaine 
into the skin or into the synovial membrane, as, with a needle of this 
type, the procedure is practically painless. Actually, each injection is 
less painful than the previous one, owing to the beneficial effect of 
the lactic acid on the synovial membrane. (3) Any case of arthritis 
is likely to benefit, possibly osteoarthritis coming first. It is of 
particular value in cases of arthritis of the hip and prevents ankylosis 
of the joint if given in time, but this injection is difficult and requires 
the skill of an orthopaedic surgeon. (4) The best mixture to use 
is lactic acid (pH 5.4 to 5.8) with or without procaine 2%. Your 
answer stated that in practice it was of no value except perhaps as 
a placebo, but I feel that this technique can hardly be compared with 
some coloured water in a medicine bottle given to quieten a neuras- 
thenic patient. It is not claimed by Mr. Grant Waugh, who has 
been the pioneer in this work, that it is a cure for arthritis or that 
its value is anything except local. On the other hand, there are 
many patients who have been incapacitated or rendered immobile 
by an arthritic joint which has not responded to rest, heat, etc., but 
has recovered either partially or fully after six or more weekly injec- 
tions of lactic acid. It is quite true that after a year or two it may 
be necessary to have further injections, but, again, any arthritic 
patient is grateful for any restoration of function, even if it is only 
temporary, particularly so in a disease like arthritis where nobody 
can claim any permanent cure; and this applies to the new cortisone, 
which must be given daily. Finally, your opinion is not shared by 
our Continental colleagues—otherwise they would not have invited 
Mr. Grant Waugh to Paris to lecture and to demonstrate his 
technique to the Académie Nationale de Médecine. 


i Correction.—Relying upon what is usually a trustworthy source of 
information, we stated in error in last week’s Journal that the 
honorary degree of LL.D. of the University of Liverpool had been 
bestowed on Dr. E. A. Gregg and Dr. C. O. Stallybrass. The degree 
conferred was M.D. 
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